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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  card  • - 
arrhythmias  have  occurred  in  hyr 
thyroid  patients  and  in  patients  I 
ceiving  thyroid  medication  wher  j: 
Tofranil  was  added  to  the  regim  I 
Imipramine  may  block  the  pharrl 
cologic  activity  of  guanethidine  * 
other  related  adrenergic  neuron* 
blocking  agents. 

The  drug  is  not  recommended  a 
present  time  in  patients  under  1 
of  age. 

Adverse  Reactions:  Dryness  of  I 
mouth,  tachycardia,  constipatio  li; 
turbances  of  accommodation,  s 1 
ing,  dizziness,  weight  gain,  urin  1 
frequency  or  retention,  nausea  I 
vomiting,  peripheral  neuritis,  m r 
parkinson-like  syndrome,  tremcl  1 
rare  cases  of  falling  in  elderly  p 1 
tients,  confusional  states  (with 
symptoms  as  hallucinations  am 
orientation),  activation  of  psych 
schizophrenics  and  agitation  (i 


When 
a milestone  in  life 
is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter.. .she's  losing  a son. 
The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad 
ness,  incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 


As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 


an  manic  and  manic  episodes) 
ill  ay  require  dosage  reduction 
,ls  iddition  of  a tranquilizer  or 
he  ry  discontinuation  of  the  drug, 
jin  orm  seizures,  orthostatic 
,a(  sion  and  substantial  blood 
me  i fall  in  hypertensive  patients, 

,o  transient  jaundice,  bone  mar- 
ression  including  agranulocy- 
iji  nsitization  and  skin  rash 
id  g photosensitization,  eosino- 
nd  mild  withdrawal  symptoms 
0I  en  discontinuation  after  pro- 
illo  reatment  with  high  doses, 
itnal  hormonal  effects  (im- 
jm  i,  decreased  libido,  and  estro- 
,3  fects)  may  be  observed, 
u Mike  effects  may  be  more 
M ced  (eg.  paralytic  ileus)  in 
P ble  patients  and  in  those 
V ticholinergic  agents  (includ- 
Jarkinsonism  drugs). 

,Cf  nt  Adult  Dosage:  Initially, 

'h,  aily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.'s  is  contra- 
indicated. 
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Totranil  hydrochloride 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


and 


Letter  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 


In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 


Synthetic  Thyroid  Replacement  Therapy 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER-  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


consider 

LETTER* 

(SODIUM  LEVOTHYROXINE. 
ARMOUR)  TABLETS 


ARMOUR  PHARMACEUTICAL  C O M PA  N Y • C H I C AG  O,  ILLINOIS 


HI 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 

Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B4  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘'reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6—3942 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by  the  Washington  Office 
of  the  American  Medical  Association 


The  National  Advisory  Commission  on  Health 
Manpower  reported  that  the  nation  s health  care 
system  must  be  improved  to  assure  that  quality 
health  care  is  available  to  all  Americans  at  a rea- 
sonable cost. 

The  15-member  Commission,  in  its  report  to 
President  Johnson,  urged  a substantial  expansion 
in  the  capacity  of  existing  medical  schools  and  con- 
tinued development  of  new  schools.  At  the  same 
time,  the  advisory  group  said  that  ‘although  the 
need  for  more  physicians  is  urgent,  the  costs  and 
dangers  of  a crash  effort  to  increase  production  ap- 
pear to  outweigh  the  benefits.” 

The  Commission,  headed  by  J.  Irwin  Miller, 
chairman  of  the  Cummins  Engine  Co.,  Columbus, 
Ind.,  was  set  up  in  May,  1966,  by  President  John- 
son to  recommend  bold,  imaginative  ways  to  meet 
health  manpower  needs.  Five  physicians  signed  the 
report,  including  Dwight  Wilbur,  M.D.,  President- 
Elect  of  the  American  Medical  Association. 

The  Commission  members  agreed  that  tackling 
the  problem  of  manpower,  alone,  would  not  cure 
present  ills. 

“.  . . If  additional  personnel  are  employed  in  the 
present  manner  and  within  the  present  patterns  and 
systems  of  care,  they  will  not  avert,  or  even  per- 
haps alleviate,  the  crisis,”  the  Commission  said. 

“Unless  we  improve  the  system  through  which 
health  care  is  provided,  care  will  continue  to  be- 
come less  satisfactory,  even  though  there  are  mas- 
sive increases  in  costs  and  in  numbers  of  health 
personnel.” 

The  Commission  recommendations  were  accom- 
panied by  an  assertion  that  government  alone  is 
not  big  enough  to  solve  the  problems  of  health  care 
for  the  American  people. 

The  American  Medical  Association’s  House  of 
Delegates  at  its  recent  meeting  in  Houston,  Tex., 
approved  a report  of  the  Board  of  Trustees  on  the 
Commission’s  report.  The  Board  stated: 

“The  ‘Report  of  the  National  Advisory  Commis- 
sion Commission  on  Health  Manpower’  reflects 
much  of  the  serious  attention  given  to  the  evolving 
needs  of  health  care  long  recognized,  studied  and 
implemented  by  the  American  Medical  Association 


and  other  professional  groups  in  the  health  fields. 

“The  House  of  Delegates  and  the  Board  of  Trus- 
tees of  the  AMA  have  not  had  time  to  study  the 
report  carefully. . . . However,  it  appears  to  recog- 
nize the  needs  arising  from  the  rapid  growth  of 
the  public's  desire  for  health  care.  This  attitude  is 
the  result  of  increasing  awareness  of  the  great  ad- 
vances in  medical  science  and  techniques,  and  of 
the  prolongation  of  life  for  millions  into  middle  and 
advanced  ages. . . . 

“The  Report  will  receive  the  intensive  study  of 
the  various  expert  groups  within  AMA  and  reports 
on  their  recommendations  will  be  issued  as  soon  as 
they  can  be  developed  properly.  There  appear  to 
be  some  areas  in  which  modifications  will  be  neces- 
sary to  assure  attaining  the  objectives  sought  for 
advancement  of  health  care  for  all  citizens.” 

The  Commission’s  proposals  included: 

— Federal  funds  in  support  of  capital  or  operat- 
ing costs  of  education  should  be  provided  to  a med- 
ical school  in  such  a way  that  they  create  economic 
incentives  for  the  school  to  expand  enrollment  while 
improving  its  quality. 

— The  federal  government  should  make  available 
to  any  medical  student  loans  to  cover  the  full  costs 
of  tuition  and  living  expenses  during  formal  pro- 
fessional education.  The  student  should  be  able  to 
choose  between  repaying  the  loan  from  earnings 
over  a period  of  years  or  giving  two  yaers  of  his 
time  to  approved  national  service  apart  from  Se- 
lective Service  obligations. 

(Dr.  Wilbur  discussed  from  these  two  recommen- 
dations: “T  believe  the  principle  is  not  sound  and 
that  the  recommendations  are  impractical,  unneces- 
sary, will  not  serve  the  purposes  intended,  and  will 
be  largely  unacceptable  to  most  students.”) 

— The  federal  government  should  give  high  pri- 
ority to  the  support  under  university  direction  of 
experimental  programs  which  train  and  utilize  new 
categories  of  health  professionals. 

— At  a minimum,  foreign-trained  physicians  who 
will  have  responsibility  for  patient  care  should  pass 
tests  equivalent  to  those  for  graduates  of  U.S.  med- 
ical schools. 

(Continued  on  Page  10) 


"Mans  best  f riencTin  wintertime  diarrheas 


In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A H Robins  Company,  Richmond,  Va.  23220 
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THERE’S  A 
FORMULATION 
FOR  EVERY 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 
ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 

(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1 .4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

9 

DEMULCENT 

© 

• 

9 

© 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

© 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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MUNROE  MILK 

As  in  most  things,  there  is  a 
"perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It's  been  that  way  with  us 
since  1881. 


DAIRY  Inc. 


151  Brow  Street 
East  Providence,  Rhode  Island 


Call  GEneva  8-4450 
The  “Home  Service"  Dairy 


THE  WASHINGTON  SCENE 

(Continued  from  Page  8) 

— The  Selective  Service  Act  should  be  amended 
to  provide  for  the  automatic  transfer  of  the  records 
of  every  draft-eligible  health  professional,  upon  his 
graduation  from  professional  school,  from  the  local 
board  of  his  original  registration  to  the  local  board 
in  whose  jurisdiction  he  works  and  for  subsequent 
transfer  with  each  change  in  the  location  of  his 
work. 

— The  Selective  Service  Act  should  be  amended 
to  provide  equal  draft-liability  for  U.S.  and  foreign 
medical  graduates. 

— Service  with  the  U.S.  Public  Health  Service 
should  be  phased  out  as  a substitute  for  the  mili- 
tary obligation  of  health  professionals. 

— The  Department  of  Defense  should  be  instruct- 
ed to  encourage  the  greater  use  of  the  Military 
Medicare  Amendments  of  1965  and  should  study 
the  feasibility  of  utilizing  voluntarily  obtained 
health  professionals  in  military  facilities  located  in 
the  United  States. 

— Nursing  should  be  made  a more  attractive  pro- 
fession by  such  measures  as  appropriate  utilization 
of  nursing  skills,  increased  levels  of  professional 
responsibilities,  improved  salaries,  more  flexible 
hours  for  married  women,  and  better  retirement 
provisions. 

— Programs  for  health  care  of  the  disadvantaged 
should  be  given  highest  priority  and  made  available 
wherever  needed. 

— Professional  societies,  universities,  and  state 
governments  should  undertake,  with  federal  sup- 
port, studies  on  the  development  of  guidelines  for 
state  licensure  codes  for  health  personnel. 

— Professional  societies  and  state  governments 
should  explore  the  possibility  of  periodic  relicensing 
of  physicians  and  other  health  professionals. 

—Professional  societies,  health  insurance  organ- 
izations, and  government  should  extend  the  devel- 
opment and  effective  use  of  a variety  of  peer  re- 
view procedures  in  maintaining  high  quality  health 
and  medical  care. 

* * * 

President  Johnson  signed  a $281  million  mental 
retardation  bill  with  a statement  that  the  nation 
still  is  not  doing  enough  to  solve  the  problem. 

He  said  that  in  dealing  with  the  problem  of  men- 
tal retardation  it  was  clearly  the  obligation  of  the 
nation  to  act.  “We  are  not  doing  enough,  we  must 
do  more,  we  are  going  to  do  more,”  Mr.  Johnson 
said. 

The  bill  strengthens  federal  aid  for  the  construc- 
tion of  new  facilities  for  the  mentally  retarded. 

He  also  signed  a three-year,  $589  million  exten- 
sion of  federal  aid  for  state  public  health  programs. 

(Concluded  on  Page  1 7) 
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Togetherness  — 


...  can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2,3  and  will  not  mask  symptoms  of 

qprinn<?  organic  disorders.  I.  Bradley,  J.F,.,etal.:  J.  Fediat.  33:41  (Jan.)  1951. 

serious  UlgctlllO  UISUIUCIO.  2 Braduy  j E.:  Mod.  Med.  20-.ll  (Oct.  15)  1952. 

* * 3.  Ciunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 

& Gynec.  65:311  (Feb.)  1953. 


EmetroF 

phosphorated  carbohydrate 
solution 

emesis  control 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


crp]asy  on 

the  cQud^et . . . 

cJ7Jasy  on 

the -Mother 

Q\Q)\T ablets  Elixir  J/q) Vq) 

cpor  cJron  CJ^)eficiency  Q/^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
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this  issue:  the  cold  in  pregnancy... 


the  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  be  the  well-known  symptom  complex: 
which  includes  sore  throat,  stuffy  nose,  and  a cough 
Febrile  states  or  extension  of  the  disease  process' 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  dis 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  b<] 
confused  by  a long-known  physiological  phenome! 


r >n.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
| rt  of  the  nasal  septum  above  the  intermaxillary 
bne)  becomes  engorged,  apparently  due  to  hypere- 
i a induced  by  the  increased  estrogen  level  which 
^companies  pregnancy.  The  amount  of  congestion 
cm  vary  in  degree  from  woman  to  woman.  Some 
1 ve  very  little  congestion,  others  will  have  occa- 
sinal  nosebleeds  from  this  area,  still  others  will 
live  symptomatic  congestion  to  the  degree  that  they 
\W  complain  of  having  a "chronic”  or  constant 
eld. 

|;s  well  recognized  is  the  occurrence  of  this  type 
( hyperemia  in  any  part  of  the  nasopharyngeal 
lucosa,  again  in  varying  degree.  Such  swelling 
(ten  produces  a postnasal  drip  which,  the  patient 
1 11  state,  is  present  only  when  she  is  pregnant. 

1 dents  who  do  not  have  symptomatic  congestion 
(dinarily,  will  find  that  when  they  do  get  a cold, 
te  symptoms  last  much  longer  than  those  of  a cold 
tually  do.  Occasionally,  this  hyperemia  is  respon- 
: )le  for  closure  of  the  medial  end  of  the  Eustachian 
ibe;  such  patients  will  complain  of  "plugging”  of 
le  ears.  Inspection  of  the  ear  drum  will  show  a 
i pression  which  confirms  the  presence  of  Eusta- 
■ ian  closure  rather  than  wax  in  the  canal  which  is 
e patient’s  diagnosis.  Symptoms  related  to  this 
lysiological  congestion  are  more  apt  to  occur  in 
i avier  smokers  or  those  who  have  a history  of 
.lergic  rhinitis,  just  as  are  the  symptoms  of  the 
immon  cold.  And  when  the  cold  does  occur  in 
egnancy,  the  symptoms  are  worse  because  of  the 
iderlying  congestion. 

he  pregnant  woman  with  a cold  is  miserable  for 
her  reasons,  dependent  somewhat  on  her  parity 
id  the  length  of  her  gestation.  As  parity  increases, 
also  does  the  relaxation  of  the  abdominal  and 
•rineal  musculature.  The  uterus,  lying  against  a 
ick  abdominal  wall,  and  bearing  down  on  relaxed 
irineal  muscles,  acts  like  a piston  when  the  patient 
ughs,  sneezes,  or  even  blows  her  nose,  pushing 
>wn  on  the  bladder.  Stress  incontinence  during 
•Ids  is  almost  the  rule. 

> the  length  of  gestation  increases,  so  does  the  size 
' the  uterus.  As  it  grows,  it  pushes  the  abdominal 
intents  above  it  and  elevates  the  diaphragm.  This 
•suits  eventually  in  a lateral  displacement  of  the 
iwer  rib  cage,  often  to  a point  at  which  the  patient 
ill  complain  of  soreness  in  this  area.  If  such  a 

(Concluded  on  following  page) 


From  a continuing  study  on  nasal  congestion . . . 
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&CFORE  TRIAMINIC 


timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 

mm  m mu® 

I riammiC  timed-release  tablets 

Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

( Advertisement) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drop 
The  use  of  antibiotics  in  an  uncomplicated  cold  is 
contraindicated  and  should  be  scrupulously  avoids 

In  summary,  a cold  in  pregnancy  is  more  severe  an, 
longer  lasting.  The  treatment  of  the  symptoms  wit; 
local  and  systemic  decongestants  will  make  the 
patient  more  comfortable. 

Apparently  the  cold  is  so  common  in  pregnancy  tha 
it  has  received  very  little  attention  in  the  literature 
References  are  almost  non-existent  and  the  fev. 
which  are  available  add  little  to  the  common  know' 
edge,  are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 
Tell  her  to  get 

“The  Orange  Medicine” 

-J 


Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  i 

Pheniramine  maleate  6.25 

Pyrilamine  maleate  6.25 


For  nasal  congestion  you  can  bring  quick,  lasting  c 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  i| 
occasionally  encounter  these  side  effects:  drowsin  >, 
blurred  vision,  cardiac  palpitations,  flushing,  dizzin  >. 
nervousness  or  gastrointestinal  upsets.  Precautions:  < 
possibility  of  drowsiness  should  be  considered  by  3- 
tients  engaged  in  mechanical  operations  requiring  a t 
ness.  Use  with  caution  in  patients  with  hypertensi. 
heart  disease,  diabetes,  or  thyrotoxicosis. 

(Advertiser/  h 
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Round  spots  on  scalp,  smooth,  white,  hairless.  A round  spot  on  scalp  with  hairs,  but  broken  right 

out  of  the  follicle,  making  the  surface  stumpy  rough. 
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Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 
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MEDICAL 


HAT  DOES 
ALVANIC  SKIN  RESISTANCE 
FMONSTRATE 
ROUT  THE  EFFECT  OF 

ALIUM  (diazep  am)? 


ralvanic  skin  resistance...  one  measure  of  the  Valium  (diazepam)  effect 
[n  reducing  the  somatic  response  to  acute  stress1 2 


[he  subjective  value  of  Valium  (diazepam)  has  been  proved  by 
lany  clinical  and  empirical  evaluations.  Now,  also  objective 
[riteria  such  as  used  in  other  areas  of  scientific  research  have 
Remonstrated  the  effectiveness  of  Valium  (diazepam)  in  reduc- 
lg  certain  somatic  responses  to  acute  stress, 
levised  as  a research  tool  in  psychosomatic  medicine,  this  in- 
teresting method  records  respiratory  excursions,  galvanic  skin 
resistance,  cardiac  activity  and  finger  pulse  volume  as  physical 


responses  to  stress.  These  autonomic  nervous  system  responses 
to  a standardized  stressor  — a film  dealing  with  life-threatening 
incidents  — are  continuously  monitored  on  the  polygraph. 

This  gives  a graphic  representation  of  changes  which  the  body 
may  undergo  in  reacting  to  stress.  The  application  of  modern 
statistical  analysis  to  these  graphs  provides  a yardstick  by 
which  the  calming  effect  of  Valium  (diazepam)  can  be  meas- 
ured quantitatively. 


efore  prescribing,  please  consult  complete  product  informa- 
ion,  a summary  of  which  follows: 

ontraindications:  Infants,  patients  with  a history  of  con- 
ulsive  disorders,  glaucoma  or  known  hypersensitivity  to  drug, 
arning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
nd  should  not  be  employed  in  lieu  of  appropriate  treatment, 
recautions:  Limit  dosage  to  smallest  effective  amount  in 
lderly  or  debilitated  patients  (not  more  than  1 mg,  one  or  two 
imes  daily  initially)  to  preclude  ataxia  or  oversedation,  in- 
reasing  gradually  as  needed  or  tolerated.  As  is  true  of  all 
DNS-acting  drugs,  until  correct  maintenance  dosage  is  estab- 
ished,  advise  patients  against  possibly  hazardous  procedures 
equiring  complete  mental  alertness  or  physical  coordination 
Driving  during  therapy  not  recommended.  In  general,  concur 
rent  use  with  other  psychotropic  agents  is  not  recommended 
If  such  combination  therapy  is  used,  carefully  consider  in 
iividual  pharmacologic  effects— particularly  with  known  com 
pounds  which  may  potentiate  action  of  Valium  (diazepam) 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and 
Mher  antidepressants.  Advise  patients  against  simultaneous 
ingestion  of  alcohol  or  other  CNS  depressants.  Safe  use  in 
pregnancy  not  established.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Periodic  blood  counts  and  liver  function  tests 
advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzi- 
ness, blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 


ment, depression,  stimulation,  sleep  disturbances,  acute  hyper- 
excited  states,  hallucinations);  changes  in  EEG  patterns  dur- 
ing and  after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting,  sweating)  simi- 
lar to  those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HC1. 

Dosage  — A dults:  Mild  to  moderate  psychoneurotic  reactions, 
2 to  5 mg  b.i.d.  or  t.i.d. ; severe  psychoneurotic  reactions,  5 to 
10  mg  t.i.d.  or  q.i.d. ; alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/  day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10 
mg;  bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 

References:  1.  Selesnick,  S.  T.,  and  Clemens,  T.  L.:  From  research  film 
“Motion  Picture  Films  in  Psychosomatic  Research,”  available  from  Roche 
Laboratories.  2.  Clemens,  T.  L.,  and  Selesnick,  S.  T. : Dis.  Nerv.  System, 
28: 98,  1967. 
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VALIUM® 

(diazepam)  Roche® 

useful  for  somatic  symptoms 
of  psychic  tension 
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BOOK  REVIEWS 


R OE.X T GEXOLOGIC  DIAGXOSIS.  A comple- 
ment in  Radiology  to  the  Beeson  and  McDer- 
mott Textbook  of  Medicine  by  J.  George  Teplick, 
Marvin  E.  Haskin  and  Arnd  P.  Schimert.  \Y.  B. 
Saunders  Company,  Philadelphia,  1967.  $38.00 

The  authors  have  developed  in  this  atlas  a unique 
approach  to  diagnostic  radiology.  In  essence,  they 
have  followed  the  sequence  of  the  eight  hundred 
disorders  in  the  recent  Beeson  and  McDermott 
edition  of  the  classic  Cecil-Loeb  textbook  (cf.  re- 
view in  the  Journal  p.  742)  and  have  provided 
two  thousand  illustrative  radiographs.  This  has 
avoided  the  necessity  of  repetition  of  the  clinical 
features. 

It  is  impossible  to  include  in  an  already  bulky 
text  book  of  medicine  such  as  Cecil-Loeb  an  ap- 
preciable number  of  X-ray  figures.  The  quality  of 
reproduction  is  frequently  less  than  adequate  due 
to  their  small  size  and  relatively  poor  definition. 
Such  is  not  the  case  in  this  instance.  The  figures 
are  small,  yet  adequate  for  their  purpose,  namely 
to  acquaint  the  student  and  the  practicing  internist 
with  the  potentials  of  definitive  X-ray  diagnosis  in 
certain  conditions  anl  the  lack  of  specificity  in 
others.  The  radiologist,  practicing  or  in  training, 
may  find  it  useful  chiefly  for  quick  reference  be- 
cause of  its  wide  scope.  It  is,  however,  not  designed 
as  a definitive  text  of  the  specialty. 

This  type  of  approach  may  help  fulfill  the  neces- 
sary reintegration  of  the  clinician's  viewpoint  with 
that  of  his  radiologist  colleague.  Too  often  the  lat- 
ter has  remained  ensconced  in  his  fluorescent  cubi- 
cle dealing  with  shadow  rather  than  substance,  his 
communication  with  the  referring  physician  being 
chiefly  via  written  reports  and  frequently,  of  ne- 
cessity, having  to  render  diagnoses  with  only  scan- 
tily furnished  clinical  data.  Conversely,  the  clinician 
must  know  what  to  expect  of  radiography  in  a giv- 
en situation  and  must  become  aware  of  the  newer 
techniques  as  they  evolve.  Recent  technological  ad- 
vances in  electronic-visual  science  have  been  re- 
flected in  diagnostic  radiology  — now  permitting 
visualization  of  any  organ  in  which  there  are  hol- 
lows or  tubes  of  tissue  capable  of  containing  a con- 
trast or  radioactive  medium.  The  clinician  must  at 
least  know  of  these  newer  techniques  to  request  ap 
propriate  studies  of  his  diagnostic  problems. 


Fortunately,  there  is  an  increasing  trend  for  the 
clinician  to  consult  with  the  radiologist  in  advance, 
to  review  the  films  with  him.  and  in  these  days  of 
TV  monitoring,  even  to  observe  directly  the  fluoro- 
scopic studies.  In  one  of  our  local  hospitals  daily 
rounds  on  the  medical  services  start  in  the  X-ray 
department  — a teaching  exercise  for  the  clinical 
staff  and  radiologist  with  the  ultimate  beneficiary 
being  the  patient. 

Like  the  Cecil-Loeb  it  parallels,  the  range  of  this 
•‘complement  in  radiology”  is  encyclopelic,  so  that 
textual  descriptions  are  necessarily  quite  concise. 
Even  so,  it  comprises  two  heavy  volumes.  The  pro- 
duction costs  probably  justify  the  rather  high  price, 
but  it  may  prevent  routine  purchase  by  the  student. 
It  should,  however,  be  available  for  ready  access 
in  hospital  and  X-ray  department  libraries.  Intern- 
ists will  find  it  useful  in  preparing  for  board  certi- 
fication examinations,  as  these  customarily  include 
X-rays  to  be  interpreted.  Those  over  this  hurdle 
can  utilize  it  for  reference  or  for  just  browsing. 

Irving  A.  Beck,  m.d. 

* * * 

INSURANCE  FOR  THE  DOCTOR  by  Harvey 

Sarner,  LL.B.,  and  Herbert  C.  Lassiter.  LL.B. 

W.  B.  Saunders  Company,  Philadelphia,  1967. 

$9.00 

This  small  book  of  193  pages  concerns  itself 
with  a field  that  the  doctor  of  medicine  is  frequent- 
ly uninformed  or  misinformed  about. 

The  authors,  both  lawyers,  one  of  of  whom  is 
Secretary  of  the  Council  on  Insurance  of  the  Amer- 
ican Dental  Association  and  the  other  Executive 
Director  of  the  Xational  Association  of  Dental 
Service  Plans,  have  written  a most  readable  book 
packed  full  of  information  that  concerns  every 
physician. 

It  is  recommended  reading  and  one  which  will 
be  profitable  especially  to  the  young  doctor  who  is 
concerned  with  the  problems  of  protecting  his  fam- 
ily. estate  planning,  office  insurance,  malpractice 
insurance,  workmen's  compensation  insurance,  and 
the  tax  aspects  of  insurance. 

Stanley  D.  Simon,  m.d. 

* * * 

(Continued  on  Page  17) 


he  full  V4  grain  of  phenobarb  in  the  formula 

:akes  the  nervous  edge  off  the  pain 
..helps  bring  out  the  best  in  codeine 


henaphen 

with  Codeine 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (Va  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (21/2  gr.) 162.0  mg. 

°henacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

AH-DOBINS 

A H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I X. 


When  the  agitated 
businessman 
goes  to  work... 


He  goes  home  at 
and  takes  it  out  on 
his  family. 


He  loses  his  temper 
with  colleagues  and 
subordinates. 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings. 


night 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can’t  seem 
to  settle  down 
to  his  work. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  tid.  ^ 


SAN  DOZ 


When  the  agitated 
businessman  goes  to  work . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety-induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 

for  moderate  to  severe  anxiety 

Mellaril’ 

(thioridazine) 

25  mg.  t.i.d.  ^ 


irufidJiane 


or 


. EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


A 


k 


it/®4 


tS 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caulion:  May  be  habil  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedi  ine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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BOOK  REVIEWS 

(Concluded  from  Page  16) 

THE  MANAGEMENT  OF  FRACTURES  AND 
SOFT  TISSUE  INJURIES  by  the  Committee 
on  Trauma,  American  College  of  Surgeons.  Sec- 
ond Edition.  W.  B.  Saunders  Company,  Phila- 
delphia, 1965.  $7.50 

The  second  edition  of  this  excellent  manual  sur- 
passes the  first  in  that  it  is  more  detailed  about 
the  treatment  of  a specific  injury.  It  presents  the 
most  recent  concepts  of  those  who  deal  with  trauma 
frequently.  Changes  in  the  management  of  shock, 
sepsis,  and  anesthesia  are  included.  All  physicians 
who  work  in  the  emergency  room  should  be  famil- 
iar with  the  contents  of  this  volume. 

Martin  E.  Felder,  m.d. 

•I'  *f* 

SURGERY  OF  THE  PAROTID  GLAND  by 
Robin  Anderson  and  Louis  T.  Byars.  The  C.  V. 
Mosby  Company,  Saint  Louis,  1965.  $12.75 

The  authors  have  presented  a detailed  review  of 
the  anatomy  and  pathology  of  the  parotid  gland. 
Diagnostic  and  preoperative  procedures  are  de- 
scribed in  detail.  An  excellent  discussion  of  the 
types  of  treatment  for  the  various  diseases  is  pro- 
vided. The  management  of  complication  of  sur- 
gery and  the  techniques  of  secondary  reconstruc- 
tion of  the  facial  nerve  comprise  a large  part  of 
the  text. 

The  major  shortcoming  of  this  book  is  the  ab- 
sence of  detailed  descriptions  of  the  techniques  of 
simple  and  radical  parotidectomy.  The  authors 
have  chosen  to  place  their  emphasis  on  seventh 
nerve  reconstruction  and  the  techniques  of  nerve 
grafting.  Thus,  the  volume  cannot  be  considered  a 
“how-to-do-it”  book  for  all  types  of  parotid  sur- 
gery. However,  because  of  its  excellent  coverage 
of  the  topics  outlined,  it  deserves  a place  in  all 
surgical  libraries. 

Martin  E.  Felder,  m.d. 

* * * 

ANATOMY  AND  SURGICAL  TECHNIQUE  OF 
GROIN  DISSECTION  by  John  S.  Spratt,  Jr.; 
William  Shieber,  and  Burl  Mayes  Dillard.  The 
C.  V7.  Mosby  Company,  Saint  Louis,  1965.  $9.75 

This  monograph  is  divided  into  three  sections,  in 
the  first  of  which  is  presented  a brief  but  thorough 
discussion  of  the  anatomy  of  the  ilioinguinal  area. 
Special  emphasis  is  given  to  the  lymphatic  path- 
ways and  the  regional  lymph  node  groups.  These 
include  the  superficial  and  deep  inguinal,  the  pre- 
pubic,  and  the  external  iliac  glands. 

The  second  section  contains  a detailed  descrip- 
tion of  the  surgical  technique  of  groin  dissection. 
Included  is  an  outline  of  preoperative  preparation. 


Items  such  as  preoperative  lymphangiography  and 
the  prevention  of  postoperative  edema  are  dis- 
cussed. The  details  of  the  operation  are  clearly  pre- 
sented. It  is  interesting  to  note  that  the  authors  do 
the  entire  procedure  through  an  oblique  incision 
at  the  level  of  and  in  the  direction  of  the  inguinal 
ligament. 

In  the  final  section  the  indications  for  groin  dis- 
section are  discussed.  Mortality  and  morbidity 
statistics  are  presented  for  both  therapeutic  and 
prophylactic  dissections.  Follow-up  studies  are  in- 
cluded. 

This  text  is  short  and  to  the  point.  A groin  dis- 
section is  not  a common  operation,  and  descriptions 
of  the  techniques  are  not  readily  available.  This  is 
an  excellent  book  for  reference. 

Martin  E.  Felder,  m.d. 


THE  WASHINGTON  SCENE 

(Concluded  from  Page  10) 

It  provides  for  federal  licensing  of  clinical  lab- 
oratories operating  in  interstate  commerce  unless 
they  are  run  by  pathologists,  in  which  case  the  fa- 
cilities would  have  to  meet  standards  set  by  the 
American  College  of  Pathologists  or  the  American 
Hospital  Association.  Individual  physicians  operat- 
ing labs  for  their  own  patients  would  not  be  af- 
fected by  the  new  law. 


Designers  & Suppliers  of  Offices 

150  Oorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


" Good  girl!  You're  down  seven  pounds’ 7 


Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reaction':  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crimes  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  anJ 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosaga. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PAWTUCKET  MEDICAL  ASSOCIATION 

The  regular  monthly  meeting  of  the  Pawtucket 
Medical  Association  was  held  on  Thursday  evening, 
October  13,  1967  at  the  Lindsey  Tavern  on  Smith- 
field  Avenue  in  Pawtucket,  Rhode  Island.  Dr.  Paul 
J.  M.  Healey,  Vice-President,  called  the  meeting  to 
order  at  9:00  p.m.  with  thirty-three  (33)  members 
present. 

Secretary's  Report 

The  Secretary's  report  of  the  previous  meeting 
was  read  and  accepted. 

Communications 

A communication  was  received  from  the  Execu- 
tive Secretary  of  the  Rhode  Island  Medical  So- 
ciety stating  that  Dr.  Xeil  J.  DiOrio  has  applied 
for  membership  in  the  Los  Angeles  County  Med- 
ical Association. 

Another  communication  was  received  from  the 
Executive  Secretary  of  the  Rhode  Island  Medical 
Society  stating  that  the  Xew  England  Telephone 
Company  will  list  Doctors  of  Medicine  in  the  white- 
page  section  of  the  telephone  directory  as  “M.D.” 

A communication  was  received  from  Dr.  Alton 
M.  Pauli,  Chairman  of  the  Kenney  Clinic  Day 
Committee  announcing  that  The  Memorial  Hospital 
Staff  is  conducting  its  35th  Annual  Hospital/Re- 
search Day  at  The  Memorial  Hospital  on  Xovem- 
ber  1.  1967  with  a special  symposium  on  Electro- 
lyte Imbalance  by  visiting  physicians  during  the 
afternoon  session. 

Old  Business 

Xone. 

New  Business 

Xone. 

Guest  Speakers 

Mr.  Humphrey  Jones  made  an  appeal  to  the 
Pawtucket  Medical  Association  for  the  United  Fund 
which  helps  99  community-minded  agencies.  He 
stated  that  donating  to  the  lTnited  Fund  was  an 
age-old  American  system  in  a modern  society  and 
that  a cost  of  only  7 per  cent  is  utilized  to  ad- 
minister and  distribute  the  five  million  dollar  yearly 
contributions. 

Dr.  Owen  ORiordan,  President  of  the  Massachu- 
setts Federation  of  Physicians  Incorporated  ex- 
plained to  the  Society  in  detail  the  original  forma- 
tion and  present-day  role  of  the  Federation.  Dr. 
O Riordan  was  born  and  educated  in  Ireland  and 
is  presently  the  Chief  of  Anesthesiology  at  the  LTni- 
versitv  Hospital  in  Fall  River.  He  discussed  the 
importance  of  professional  representation  for  the 
medical  societies.  He  discussed  the  relative  merits 


of  the  Rhode  Island  Physicion  Sendee  Plan  and 
the  Massachusetts  Blue  Shield  Plan  and  stated  that 
the  Massachusetts  Federation  of  Physicians  upheld 
the  principle  of  customary  and  usual  fee  schedules. 
He  stated  that  the  Massachusetts  Federation  of 
Physicians  Incorporated  was  founded  to  aid  and 
assist  physicians  in  the  practice  of  their  profession 
and  relations  with  hospitals,  medical  institutions, 
governmental  agencies  and  all  other  groups  related 
in  any  way  to  the  practice  of  medicine  within  the 
Commonwealth  of  Massachusetts. 

There  being  no  further  business,  Dr.  Healey  ad- 
journed the  meeting  at  10:35  p.m. 

Respectfully  submitted, 
Alexander  A.  Jaworski,  m.d. 
Secretary 
* * * 

WOONSOCKET  DISTRICT  MEDICAL  SOCIETY 

The  annual  meeting  of  the  Woonsocket  District 
Medical  Society  was  held  on  Tuesday,  December 
19,  1967  at  9:00  p.m.  at  the  meeting  hall  of  the 
Woonsocket  Hospital.  President  Paul  E.  Boucher 
conducted  the  meeting,  and  there  were  twenty  six 
members  present. 

The  secretary  read  the  minutes  of  the  previous 
meeting  held  on  May  25,  1967,  and  these  were  as- 
cepted  as  read  except  for  a correction  made  by  Dr. 
Isreal  on  the  wording  of  the  Extended  Liability 
Coverage. 

A communication  from  the  Women’s  Auxiliary 
of  this  Society  was  read  which  thanked  the  District 
Society  for  the  help  it  had  given  the  Auxiliary  in 
conducting  the  “Health  Fair”  for  the  mass  screen- 
ing to  detect  unknown  diabetics  in  this  community. 
Special  thanks  went  to  President  Boucher  and  Dr. 
Oscar  Z.  Dashef. 

Dr.  Boucher's  first  order  of  business  was  to  call 
for  a vote  of  thanks  from  the  Society  to  the  mem- 
bers of  the  Public  Relations  Committee  who  had 
appeared  on  a one  hour  taped  radio  program  over 
Station  WWOX  to  discuss  emergency  coverage 
in  the  Woonsocket  Area,  and  other  aspects  of  med- 
ical care  here  in  Woonsocket.  The  motion  was 
carried. 

Dr.  Yazbak  suggested  that  the  Special  Public 
Relations  Committee  be  changed  to  a permanent 
Public  Relations  Committee.  This  idea  was  dis- 
cussed at  length,  and  it  was  decided  that  the  Pres- 
ident should  appoint  such  a committee  each  year. 
Later  in  the  meeting,  the  new  president,  Dr.  La- 
moureux,  reappointed  the  same  members,  that  is, 
(Continued  on  Page  24) 


b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

f your  objective  in  the  use  of  a broad-spectrum  antibiotic 
s prolonged  action,  with  high  blood  levels,  then  you  know 
idiy  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
ensible  dosage  schedule. 

"he  maintenance  dosage  of  DECLOMYCIN 
an  be  kept  at  this  convenient  schedule 
lecause  of  its  unusually  high  effective  blood 
md  tissue  levels. 

Die  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
he  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
i therapeutic  dose  of  DECLOMYCIN  are 
[high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we've  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

BECLOMYCIN 

DEMETHYLCH  LORTETR  ACYCLI  NE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and.  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken.  > 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms  I 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia.  ; 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has i 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BLN. 
apparently  dose  related.  Transient  increase  in  urinan  J 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 8 
sensitivity  reactions  — urticaria,  angioneurotic  edema  I 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  ill 
children  of  mothers  given  this  drug  during  the  latte:Hj 
half  of  pregnancy,  and  in  children  given  the  drug  duriiq^ 
the  neonatal  period,  infancy  and  early  childhood 
Enamel  hypoplasia  has  been  seen  in  a few  children.  I 
adverse  reaction  or  idiosyncrasy  occurs  discontinu 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  30  | 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  afte  ] 
meals,  since  absorption  is  impaired  by  the  concomitar 
administration  of  high  calcium  content  drugs,  foods  an  jj 
some  dairy  products.  Treatment  of  streptococcal  infe<  l( 
tions  should  continue  for  10  days,  even  though  symj  I 
toms  have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gi  I 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should 
followed.  Close  follow-up  observation  of  the  patient  is  recommend* 
including  appropriate  laboratory  tests,  since  demethylchlortetracycli  j 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  flu  I 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effective]  | 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortet 
cyclinc.  Individuals  unable  to  tolerate  large  single  doses  due  to  gast 
intestinal  side  effects  may  be  treated  with  150  mg.  every  6 hours  for 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 dos 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  ?J 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  da 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.1 
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Photo  professionally  posed 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally 


Pen«Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  propnylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  oi 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  ‘'Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN*VEE®K 

(potassium  phenoxymethyl  penicillin) 
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(Continued  from  Page  20) 

Doctors  F.  Edward  Yazbak  (ch.),  Arthur  C.  Gau- 
dreau,  Oscar  Z.  Dasheff,  and  Leonard  Staudinger. 

House  of  Delegates  Report 

Dr.  Staudinger,  delegate,  reported  that  chief  sub- 
ject being  discussed  at  present  is  the  possibility 
that  all  doctors  will  be  called  upon  to  sign  con- 
tracts with  Physicians  Service.  Federal  Medicare, 
etc.,  in  which  specific  fees  would  be  spelled  out  and 
so  forth.  Doctors  who  did  not  sign  a contract 
would  not  be  paid  directly  by  the  agency,  and  pay- 
ment would  go  to  the  patient  at  a reduced  level. 
Dr.  Staudinger  said  that  no  final  action  had  been 
taken  as  there  was  a great  deal  of  objection  to  this 
idea,  and  that  he  would  attend  a special  meeting  of 
the  House  of  Delegates  to  be  held  in  Providence 
tomorrow  night,  to  further  discuss  this  subject. 

Council  Report 

Councillor  Harry  Levine.  M.D.  stated  that  this 
same  subject  was  being  discussed  by  the  Council. 
In  addition.  Dr.  Levine  mentioned  that  the  Coun- 
cil had  received  Complaints  of  extremely  high  fees 
being  charged  by  a few  doctors  for  Medicare  pa- 
tients. These  fees  were  of  course  not  approved. 

The  next  order  of  business  was  the  report  of  the 
Nominating  Committee.  The  committee  consisted 
of  Dr.  E.  L.  Tremblay  (ch.),  Dr.  Philip  J.  Mor- 
rison. and  Thomas  J.  Lalor.  The  president  called 
for  any  nominations  from  the  floor  as  required  by 


COMPLETE,  ACCURATE  AND  PROMPT 
ANALYSIS 

HOPKINS  MEDICAL  LABORATORY 

322  Broadway 
Providence,  Rhode  Island 

Tel.  GAspee  1-7244 
Res.:  725-5996 

Angelo  G.  Viticonte,  AB;MT. 

Director 

Ascanio  Di  Pippo,  Ph.D. 
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the  By-Laws.  There  being  none,  the  following  slate 
was  duly  elected. 

President  — J.  Gerald  Lamoureux.  M.D. 

Vice  President  — Joseph  A.  Bliss,  M.D. 

Secretary  — Alton  P.  Thomas,  M.D. 

Treasurer  — Raymond  Lancaster,  M.D. 

Delegates  to  the  R.  I.  Medical  Society 

(Elected  yearly  for  5 year  terms  to  Dec.  1972) 
Leonard  Staudinger,  M.D. 

Roger  G.  Berard.  M.D. 

Roger  J.  Fontaine.  M.D. 

Councillor  (R.I.  Medical  Society) 

Harry  Levine,  M.  D.  (to  Dec.  69)  (2-year  term) 
Censors 

Arthur  C.  Gaudreau,  M.  D.  (to  Dec.  69) 

Philip  J.  Morrison.  M.D.  (to  Dec.  69) 

Thomas  J.  Lalor,  M.D.  (to  Dec.  70) 

At  this  point,  retiring  president  Paul  E.  Boucher, 
M.D.  turned  over  the  gavel  to  the  in-coming  presi- 
dent, Dr.  J.  Gerald  Lamoureux.  who  conducted  the 
rest  of  the  meeting.  Before  any  other  business  was 
conducted.  Dr.  Lamoureux  presented  Dr.  Boucher 
with  a president’s  gavel  engraved  with  the  dates  of 
his  presidency. 

New  Business 

Dr.  Leonard  Staudinger  made  a motion  that  the 
president  appoint  a committee  to  revise  the  Society's 
By-Laws,  as  this  has  not  been  done  in  many  years. 
Passed. 

Dr.  Yazbak  suggested  that  the  Society  should 
become  more  active  and  hold  more  meetings.  The 
Society  agreed. 

Dr.  Yazbak  suggested  that  the  Society  hold  a 
party  during  the  winter  season  this  year.  Amended 
to  be  a Yalentine’s  Day  Party  (or  there  about). 
Also  amended  that  the  Society’s  Treasury  should 
not  be  used  to  pay  the  expenses,  as  treasurer  Lan- 
caster protested  that  one  good  party  would  wipe  out 
our  present  balance.  (Committee:  Dr.  Yazbak  and 
Dr.  Roger  Fontaine). 

Meeting  adjourned  at  10:15  p.m.  Refreshments 
served. 


Alton  P.  Thomas,  m.d. 
Secretary 


E.  P.  Anthony,  Inc. 

WILLBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  No.  225 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-l. 

(norethindrone  lmg,  c mestranol  0 05mg ) 

Turn  page  for  contraindications,  precautions  and  side  effects. 

1 1 ./v 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidi 
in  patients  receiving  oral  contract 
tives:  nausea,  vomiting,  gastroint 
final  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edei 
chloasma  or  melasma,  breast  chai 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (inert 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  gi\ 
immediately  postpartum,  cholest. 
jaundice,  migraine,  rash  (allergic' 
rise  in  blood  pressure  in  susceptil 
individuals,  mental  depression. 
Although  the  following  side  effec 
have  been  reported  in  users  of  or; 
contraceptives,  no  cause  and  effet 
relationship  has  been  established 
anovulation  posttreatment,  prem 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystiti 
like  syndrome,  headache,  nervou: 
ness,  dizziness,  fatigue,  backache 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption, 
itching.  The  following  occurrence 
have  been  observed  in  users  of  or 
contraceptives  (a  cause  and  effec1 
relationship  has  neither  been  est. 
lished  nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  m 
be  altered  by  the  use  of  oral  conti 
ceptives:  increased  sulfobromo- 
phthalein  and  other  hepatic  func 
tests,  coagulation  tests  (increase 
prothrombin,  factors  VII,  VIII,  D 
and  X),  thyroid  function  (increas 
PBI  and  butanol  extractable  prot 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient  Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  IS  to  20  cm.  barkeit  of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving.  Immobile  spermatozoa  as  they  appear  in  cervical  mucus 

taken  from  patient  treated  with  Norinyl-1. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  wrorld  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroi 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,15  and  60  Cm.  tubes  and  425 
Cm.  jars.  Cream  0.0 1 % — 1 5,  45  and  60  Cm.  tube 
and  120  Cm.  jars.  Solution  0.0 1 % — 20  and  60  cc 
plastic  squeeze  bottles.  Ointment  0.025%—  15  an 
60  Cm.  tubes.  Neo-Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  aceton 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  ateroid  from 

SYNTEX  ES 

LABORATORIES  INC  . PALO  ALTO.  CALIF 


( \ 

45  6* 

f TOPICAL  use  (* 

synalar- 

[flU0aN0l0H{ 
ACETONIDE  j 

CREAM 


60  cc 

FOR  TOPICAL  USE  ONLY 

SYNALAR9 

[flUUMOHE  ACM] 

SOLUTION 

MIX 

CHTI9*  Fffeitl  In  (Kjuit.B  feproinc  mn|l« 

SYNTEX  S3 

LARORATOIWIS  INC  PALO  AtTO  CAL*  U S A. 


' 60  Em.  ^ 

mi  TOPICAL  USE  0I6.T 

SYNALAR4 

(FLUOCINOLONE 

ACETONIDE) 

CREAM 


SYNT 

LABORATORII 
PjIo  Alta.  I 
USA 


HP  roue*  itsi  ® 


SYNALAR' 

[HaOONOLONE  ACOOBOf] 

SOLUTION 

uts 


SYNALAR’ 


SYNTEX 


msomii  me  mcmt  cat*  v\k 


January,  1968 


25 


THE  AMERICAN  ASSOCIATION 
CF  MEDICAL  MILK  COMMISSIONS 
3JPERVISES  THE  PRODUCTION  OF 


i J PHENIX  AVE  CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 


Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 


New...V-Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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“position  papers”  commissioned  by  the  Michigan 
State  Medical  Society  Committee  on  Medical  Socio- 
Economics  to  inform  Michigan  physicians  about 
the  environment  in  which  medicine  will  be  prac- 
ticed in  1980.  The  article  subsequently  won  the 
1967  Norman  A.  Welch,  M.D.,  Memorial  Award 
of  the  National  Association  of  Blue  Shield  Plans. 

...  The  Editor 


Forecasting  any  aspect  of  a dynamic  economy 
is  risky  at  best,  even  in  the  short  run.  Attempting 
a long  range  projection  when  the  subject  is  cur- 
rently experiencing  a structural  revolution  and  is 
historically  fraught  with  political,  social  and  emo- 
tional overtones  may  well  qualify  the  prophet  as  a 
fool.  But  even  fools  occasionally  make  a contri- 
bution, so  the  effort  may  be  worthwhile. 

Medicine  is  certainly  in  transition,  if  not  revo- 
lution. 

This  can  be  attributed  primarily  to  the  scientific 
explosion  of  recent  years  and  the  concurrent  trend 
toward  specialization.  The  emergence  of  group 
practice  arrangements  is  another  development  that 
may  take  on  added  importance  in  coming  years. 
The  social  and  political  pressures  faced  by  medi- 
cine in  the  last  three  decades  are  unprecedented 
in  this  country  and  are  likely  to  continue  with  in- 
creasing intensity  in  coming  years. 

Insurance,  too,  is  always  subject  to  political  pres- 
sures, but  the  health  insurance  field  is  especially 
vulnerable  to  social  and  emotional  pressures  be- 
cause it  is  inextricably  related  to  sickness  and  in- 
jury in  addition  to  financial  stress.  The  health 

♦Reprinted  from  MICHIGAN  MEDICINE,  issue  of 
January,  1967,  with  the  permission  of  the  author  and 
of  the  publisher. 


insurance  industry  has,  with  medicine,  been 
through  a period  of  remarkable  change  in  recent 
years. 

PRESENT  SETTING 

In  1966  the  health  insurance  industry  is  in  the 
strange  position  of  having  accomplished  more  than 
any  one  thought  possible  twenty  years  ago,  yet 
falling  short  of  what  is  demanded  of  it  today.  For 
example,  in  1948  Oscar  R.  Ewing,  the  Federal 
Security  Administrator,  made  an  official  report  to 
the  President  stating  that,  “at  a maximum  only 
about  half  of  the  families  in  the  United  States 
can  afford  even  a moderately  comprehensive  health 
insurance  plan  on  a voluntary  basis.”  Today,  near- 
ly eighty  per  cent  of  the  nation’s  population  has 
some  coverage,  and  in  some  states  the  percentage 
is  as  high  as  ninety  per  cent.  It  may,  of  course,  be 
correct  to  question  the  “comprehensiveness”  of 
much  of  this  coverage.  Unfortunately,  nearly  every- 
one has  his  own  definition  of  “comprehensive,”  so 
no  single  standard  is  available  as  a yardstick.  In 
general  terms,  however,  most  would  agree  that  it 
should  include  a fairly  broad  range  of  in-  and  out- 
patient services  with  no  more  than  modest  deduc- 
tibles and  with  high  (at  least  10,000)  maximum 
limits.  Beyond  this,  degrees  of  comprehensiveness 
do  and  will  continue  to  exist. 

GOVERNMENT  INVOLVEMENT 

In  the  late  1950’s  great  and  continuing  pressure 
was  mounted  in  support  of  compulsory  federal 
health  insurance  for  the  aged.  The  insurance  in- 
dustry responded  quickly,  and  through  various 
techniques,  many  of  them  never  tried  before,  it 
succeeded  in  extending  coverage  to  over  sixty  per 
cent  of  the  elderly  population  by  1965.  Despite 
this  Herculean  effort,  however,  and  notwithstand- 
ing the  nearly  unanimous  opposition  of  organized 
medicine  and  the  insurance  industry,  the  1965  So- 
cial Security  Amendments  created  a compulsory 
federal  hospital  insurance  program  for  the  aged 
plus  an  elective  supplementary  health  insurance 
program. 

Today  we  are  on  the  threshold  of  a new  era. 
The  health  insurance  benefits  for  the  aged  under 
(Continued  on  next  page) 
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Social  Security  are  about  to  be  implemented.  We 
cannot  know  for  certain  what  the  ultimate  effects 
will  be.  In  addition,  a wide  range  of  health  bene- 
fits are  provided  for  under  Title  XIX  of  Public 
Law  89-97.  It  may  well  be  that  these  grants  pro- 
vided to  states  for  medical  assistance  programs  will 
have  an  even  more  profound  effect  on  health  in- 
surance and  the  medical  profession  than  the  health 
insurance  benefits  for  the  aged. 

RISING  EXPECTATIONS 

Before  looking  to  the  future,  what  other  forces 
are  at  work  today?  Perhaps  the  most  significant 
factor  is  the  rising  level  of  expectations  in  the 
health  care  field.  Higher  levels  of  education,  rising 
incomes  resulting  from  prolonged  prosperity  and 
more  rapid  and  widespread  dissemination  of  medi- 
cal news  resulting  from  modern  communications 
media  have  combined  to  raise  the  expectations  of 
the  public.  A more  enlightened  public  now  demand? 
assurances  of  high  quality  care.  Many  persons  who 
once  approached  their  physician  with  child-like 
faith  now  report  fully  armed  with  a self-diagnosis 
and  a demand  that  the  latest  wonder  drug  reported 
in  some  eminent  “medical  journal”  such  as  Reader’s 
Digest  be  prescribed  for  their  symptoms. 

The  Johnson  Administration,  as  a major  part  of 
its  program  for  a Great  Society,  has  emphasized 
health  aspects  of  the  War  on  Poverty  and  several 
special  health  programs,  including  the  regional 
program  on  heart  disease,  cancer  and  stroke  (Pub- 
lic Law  89-239).  In  turn,  the  government  and 
more  enlightened  consumer  groups,  especially  un- 
ions. have  increasingly  called  for  quality  controls. 
In  the  wake  of  several  studies  which  have  docu- 
mented instances  of  unnecessary  surgical  proce- 
dures and  other  abuses,  these  groups  are  progres- 
sively less  willing  to  accept  the  long-held  position 
of  the  medical  profession  that  it  alone  is  capable 
of  judging  the  quality  of  health  care.  Increasingly, 
third  parties  are  becoming  involved  in  setting 
standards.  Insurers,  partly  on  their  own  initiative 
and  partly  under  pressure  from  unions,  are  begin- 
ning to  assert  themselves  on  questions  of  quality 
as  well  as  cost.  They  are  taking  the  position  that 
an  obligation  exists  not  only  adequately  to  cover 
health  care  costs  but  also  to  assure  that  the  cover- 
age is  providing  first  class  care  for  the  money 
spent. 

BOLD  STEP 

One  of  the  boldest  steps  taken  to  date  has  been 
the  firm  stand  adopted  by  Blue  Cross  in  several 
jurisdictions  to  refuse  to  contract  with  certain 
hospitals. 

The  most  celebrated  instance  occurred  in  Michi- 
gan, where  the  Macomb  County  Circuit  Court  up- 
held the  right  of  Michigan  Hospital  Service  to  re- 
fuse to  contract  with  the  Samaritan  Hospital  Asso- 


ciation after  the  Association  had  expanded  its  fa- 
cilities in  defiance  of  the  recommendations  of  an 
areawide  planning  council.  The  planning  group 
had  ruled  that  adequate  beds  already  existed  in 
the  area.  The  Michigan  Supreme  Court,  by  refus- 
ing to  hear  an  appeal  of  the  lower  court's  decision 
in  June.  1963,  gave  added  force  to  the  ruling.  This 
action  has  great  significance,  since  excessive  build- 
ing of  high  cost  units  can  be  a major  element  in 
increasing  health  care  costs. 

L’nfortunately,  the  states  are  not  always  so  co- 
operative. In  Alabama,  for  example.  Blue  Cross 
must  contract  with  any  licensed  hospital.  Many 
states  have  had  similar  legislation  introduced.  The 
recently  passed  Folsom  Act  in  New  York,  on  the 
other  hand,  tends  to  support  the  Michigan  posi- 
tion. 

After  many  years  of  cooperation  between  or- 
ganized medicine  and  the  health  insurance  indus- 
try. there  is  frequently  some  reluctance  on  the  part 
of  insurers  to  “rock  the  boat,”  but  caught  in  the 
middle  between  the  consumer,  government  and 
the  purveyors  of  care,  there  have  been  signs  that 
the  old  order  will  soon  change.  The  often  repeated 
claim  of  medicine  that  Americans  enjoy  the  best 
health  care  in  the  wurld  is  simply  inadequate  to 
quiet  critics.  Regardless  of  the  futility,  at  times,  of 
international  statistical  comparisons,  the  position 
of  the  LTnited  States  in  terms  of  such  items  as  life 
expectancy  and  infant  mortality,  to  name  only 
two  areas,  is  such  that  it  becomes  difficult  to  main- 
tain that  all  Americans  enjoy  top  quality  care, 
though  many  undoubtedly  do. 

STANDARDS  OF  MEDICAL  CARE 

While  it  is  admittedly  extremely  difficult  to  es- 
tablish standards  by  which  to  judge  the  quality  of 
medical  care,  and  perhaps  even  more  difficult  to 
apply  the  standards  once  they  have  been  set,  there 
is  no  longer  any  doubt  that  some  standards  will 
be  set — soon.  The  widespread  existence  of  tissue 
committees  is  one  example  of  quality  control. 
Many  hospital  utilization  committees  have  also 
formed  in  recent  years,  and  they,  too,  provide  some 
impact  on  quality.  For  the  most  part,  unfortu- 
nately, the  medical  profession  has  been  something 
less  than  a driving  force — at  least  in  the  eyes  of 
the  public — in  the  quest  for  quality.  Utilization  and 
review-  committees  vary  markedly  in  their  effective- 
ness and  have  been  virtually  non-existent  in  many 
regions. 

The  vocal  and  adamant  objections  of  many  phy- 
sicians to  allowing  non -professionals  a voice  in 
judging  quality  of  care  have  not  provided  good 
public  relations.  The  public  is  often  unaware  of 
and/or  unimpressed  by  existing  programs  to  insure 
quality,  including  accreditation  of  medical  schools, 
excellent  postgraduate  programs,  plentiful  high 
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quality  professional  journals,  high  level  scientific 
meetings  and  others.  In  fact,  control  of  medical 
school  accreditation  has  sometimes  been  used 
against  medicine  by  those  who  accuse  it  of  self- 
seeking,  monopolistic  control  of  entry  designed  to 
enhance  an  already  favorable  economic  position. 
Any  realistic  appraisal  must  recognize  that  the 
existing  controls  have  been  something  less  than 
overwhelming  success.  By  their  voluntary  nature, 
they  have  been  unable  to  keep  a busy  profession 
abreast  of  all  the  scientific  changes  of  recent  years. 
It  has  been  suggested  that  periodic  licensing  might 
spur  more  doctors  to  keep  current  than  the  present 
pattern  of  lifetime  licensing. 

Another  aspect  of  the  rising  expectations  of  the 
public  in  the  health  care  field  is  the  increasing  de- 
mand for  comprehensive  insurance  coverage.  Prob- 
ably the  most  widespread  attack  on  insurance  in- 
dustry statistics  dealing  with  the  number  of  in- 
sured rests  on  the  assertion  that  many  persons 
have  pitifully  inadequate  protection  despite  the 
fact  that  they  are  counted  for  statistical  purposes 
as  an  insured  individual.  The  early  emphasis  on 
hospital  benefits  was  undoubtedly  based  in  large 
part  on  the  correct  conviction  that  hospitalization 
was  both  unpredictable  and  expensive  and  there- 
fore well-suited  to  an  insurance  solution.  We  now 
know  that  the  majority  of  all  medical  expenses  are 
unpredictable,  that  most  illnesses  which  formerly 
required  hospitalization  can  now  be  treated  on  an 
out-patient  basis,  and  that  the  drugs  and  other 
services  required  as  an  out-patient  can  also  repre- 
sent “shock  losses”  amenable  to  insurance  cover- 
age. 

GROWING  DEMAND 

Furthermore,  our  entire  population  has  become 
so  “installment  oriented”  with  respect  to  other  as- 
pects of  their  lives  that  many  see  no  good  reason 
for  acting  differently  with  respect  to  health  care 
costs.  Theoretical  arguments  on  the  “true  nature 
of  insurance”  and  the  purely  economic  advantage 
— which  does  exist — of  not  insuring  certain  small 
and  fairly  predictable  costs  carry  little  weight  with 
the  individual  who  is  willing  to  pay  a premium  for 
the  convenience  of  certainty.  This,  after  all,  is 
another  cornerstone  of  the  insurance  industry,  and 
to  many  it  is  far  more  persuasive  than  the  “large- 
loss  principle”  which  is  used  to  justify  deductibles. 

There  exists  today  an  almost  universal  recogni- 
tion of  this  growing  demand  for  comprehensive 
coverage.  Virtually  every  major  labor  spokesman 
has  gone  on  record  on  the  subject,  and  the  same 
can  be  said  for  most  industry  and  government 
leaders.  Most  members  of  the  health  care  profes- 
sions also  recognize  the  demand  and  are  sympa- 
thetic to  it.  Any  reservations  which  exist  are 
founded  mainly  on  fears  concerning  potential  re- 
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percussions  on  the  organization  and  control  of 
health  care  services  in  this  country.  Comprehen- 
sive coverage  has  been  made  available  by  most 
insurers  for  several  years,  though  the  broadest  ben- 
efits available  are  not  always  purchased. 

At  present,  much  of  the  pressure  for  more  com- 
prehensive coverage  is  centered  on  benefits  for 
treatment  of  mental  disorders.  This  is  clearly  a 
result  of  such  important  factors  as  President  Ken- 
nedy’s interest  in  mental  health,  the  recommenda- 
tions of  the  NIMH  and  the  recently  successful 
negotiations  of  the  UAW  with  the  automobile  in- 
dustry. There  is  also  agitation  for  more  widespread 
coverage  for  dental  treatment  and  prescription 
drugs  in  addition  to  a general  broadening  of  other 
existing  benefits.  It  is  difficult  to  foretell  the  end 
result  of  these  pressures,  but  at  least  one  study 
determined  that  more  coverage  and  not  complete 
coverage  is  the  goal  of  the  great  majority  of  the 
public.  It  should  also  be  noted  that  nearly  50,- 
000,000  Americans  are  already  covered  under  major 
medical  contracts,  many  of  which  have  routinely 
paid  some  benefits  for  mental  illness  and  prescrip- 
tion drugs  for  years. 

SUPPLY  AND  DEMAND 

The  supply  and  denmand  of  health  care  services 
is  one  of  the  burning  issues  of  the  day.  Will  Medi- 
care create  an  excessive  demand  for  available  hos- 
pital and  nursing  home  beds?  Do  we  have  enough 
physicians?  Are  enough  trained  personnel  available 
to  provide  home  health  services  that  are  specified 
in  the  act?  Will  the  psychiatric  services  which  are 
contracted  for  in  the  UAW  contract  with  the  auto- 
mobile manufacturers  actually  be  available?  How 
will  these  matters  affect  prices  and  insurance  rates? 
These  are  but  a few  of  the  many  questions  to  be 
answered.  If  supply  is  found  to  be  wanting,  who  is 
responsible?  How  can  the  situation  be  improved? 

The  federal  government,  of  course,  has  been 
concerned  with  the  supply  of  health  facilities  for 
many  years,  most  notably  through  the  Hill-Burton 
Act.  Since  its  inception  in  1946,  this  program  has 
provided  millions  to  help  construct  hospitals,  nurs- 
ing homes  and  other  health  facilities.  More  re- 
cently, it  has  emphasized  modernization  of  existing 
facilities  and  development  of  areawide  planning 
agencies  for  coordination  of  existing  and  planned 
health  facilities  and  services. 

Until  recently,  federal  aid  was  limited  almost  ex- 
clusively to  “bricks  and  mortar”  projects,  with  the 
medical  profession  leading  the  struggle  to  limit 
government  funds  to  this  field.  To  bolster  its  argu- 
ment against  the  need  for  scholarship  funds,  the 
AMA  could  point  to  its  established  and  extensive 
loan  program  through  the  AMA-ERF.  Despite 

(Continued  on  next  page) 
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these  efforts,  the  Health  Professions  Educational 
Assistance  Act  was  passed  in  1963  and  broadened 
in  1965.  This  act,  in  addition  to  providing  further 
incentives  for  improving  facilities,  established  a 
student  loan  program  and.  in  the  1965  amend- 
ments, a scholarship  program  for  medical,  dental, 
optometry,  podiatry  and  pharmacy  students. 

At  this  time,  three  more  Administration  spon- 
sored bills  are  pending  before  Congress — the  Al- 
lied Health  Professions  Personnel  Training  Act  of 
1966,  the  Comprehensive  Health  Planning  and 
Public  Health  Sendee  Amendments  of  1966,  and 
the  Hospital  and  Medical  Facilities  Modernization 
Amendments  of  1966.  The  titles  of  these  bills  are 
sufficient  evidence  of  the  continued  and  growing 
concern  with  the  supply  of  health  facilities  and 
personnel. 

Of  course,  there  has  been  a great  deal  of  involve- 
ment at  the  state  and  local  levels  of  government 
as  well.  There  has  also  been  much  non-govern- 
mental activity,  with  unions,  industry  and  health 
insurers  actively  supporting  such  matters  as  region- 
al planning. 

A LOOK  TO  THE  FUTURE 

This  brief  glance  at  the  recent  past  and  present 
of  health  insurance,  prepayment  and  medicine 
gives  evidence  of  great  change  and  considerable 
controversy.  Perhaps  the  only  really  safe  prediction 
for  the  future  is  for  more  of  the  same. 

The  health  insurance  industry  seems  to  be  at  a 
three-way  fork  in  the  road.  Furthermore  ,it  is 
doubtful  that  it  is  the  complete  master  of  its  own 
fate,  for  it  seems  that  the  destiny  of  private  health 
insurance  in  this  country  is  intimately  related  to 
the  actions  of  several  other  groups.  Medicine  and 
government,  of  course,  will  play  an  important  role, 
but  labor  and  industry,  as  primary  spokesmen  for 
the  consumer,  will  also  wield  great  influence. 

In  1985,  we  may  view  a healthy,  virile  private 
health  insurance  industry'  of  giant  proportions 
which  effectively  serves  the  health  needs  of  the 
vast  majority  of  the  under-65  population  of  the 
country',  with  an  assist  from  government  to  pro- 
vide for  a relatively'  small  group  of  medically  indi- 
gent. The  present  government  health  insurance 
for  the  elderly,  greatly'  revised  and  expanded,  will 
be  an  accepted  part  of  the  American  scene. 

A second  vision  of  1985  reveals  a stunted  health 
insurance  industiy,  in  today’s  terms,  with  carriers 
having  relinquished  most  of  their  risk-bearing  ca- 
pacity', except  for  supplementary  benefits,  in  order 
to  serve  as  administrative  “buffer”  between  medi- 
cine and  a comprehensive,  population-wide  system 
of  federal  health  insurance. 

A third  view  contemplates  a completely  govern- 
ment sponsored  and  administered  health  insurance 
system  for  the  entire  population,  with  a relatively 
small  but  possibly  thriving  private  industry  offering 


supplementary  benefits  to  most  of  the  population, 
plus  alternative  benefits  to  that  limited  proportion 
of  the  population  that  is  willing  to  pay  extra  for 
presumably  better,  more  prompt  and  more  personal 
medical  care. 

The  arguments  supporting  these  three  alterna- 
tive long  range  predictions  can  be  examined  more 
profitably  after  initial  examination  of  some  inter- 
vening developments  which  can  be  viewed  with  vir- 
tual certainty'. 

BROADER  BENEFITS 

There  is  absolutely'  no  question  that  health  in- 
surance and  prepayment  plans  of  the  future  will 
provide  more  extensive  benefits  than  they  do  today. 
In  addition  to  more  generous  coverage  of  presently 
insured  services,  such  as  hospitalization  and  sur- 
gery. benefits  will  be  extended  into  many  areas 
that  todays  enjoy'  only  minimal  and/or  experimental 
coverage. 

This  statement  required  no  crystal  ball.  The  his- 
tory of  the  voluntary  health  insurance  industry'  is 
one  of  expanding  benefits.  Important  brakes  on 
this  development  have  been  reluctance  by  carriers 
to  offer  benefits  in  the  absence  of  adequate  con- 
trols and  the  question  of  priorities  in  the  expendi- 
tures of  scarce  dollars  by  those  who  most  effectively 
express  consumer  demand.  This  expression  has 
come  primarily  from  labor  unions  acting  through 
collective  bargaining  sessions.  Clearly,  labor  ap- 
proaches these  sessions  with  a variety  of  goals 
w'hich  encompass  many  areas  other  than  health. 
The  objectives  in  the  health  field,  then,  are  sub- 
ject to  the  relative  urgency  of  other  matters  as 
w'ell  as  the  absolute  limit  on  the  funds  available 
at  any  given  time. 

It  has  been  said  that  “the  problem  in  America 
is  primarily  ongoing  care  for  chronic  disorders  of 
the  middle-aged  and  older  persons,  rehabilitation 
of  those  handicapped  as  a result  of  accident  and 
disease,  and  restoration  of  persons  suffering  from 
mental  illness.”  The  UAW  has  in  recent  years 
been  a leader  in  fighting  for  better  health  care  and 
health  care  coverage.  The  basic  position  of  this 
union  was  spelled  out  by'  the  19th  UAW  Consti- 
tutional Convention  in  Atlantic  City,  New  Jersey, 
in  March,  1964,  which  resolved  to  “ . . . promote 
enactment  of  medically  advanced  and  economically 
sound  national  health  programs  which  wall  make 
comprehensive,  high  quality'  medical  care  available 
to  all  residents  . . . regardless  of  their  incomes  or 
economic  status.” 

Xot  waiting  for  such  ambitious  goals  to  be 
achieved,  however,  the  UAW  forced  a major  de- 
velopment when  it  won  extensive  inpatient  and 
out-of-hospital  mental  health  benefits  from  the 
major  automobile  manufacturers  in  the  1964  con- 
tract negotiations.  These  benefits,  to  be  imple- 
mented in  mid-1966,  attracted  nationwide  atten- 


FUTURE  OF  HEALTH  INSURANCE A VIEW  OF  1985 

tion  and  focused  on  one  of  the  few  areas  of  health 
care  which  currently  escapes  the  blanket  indict- 
ment of  “overutilization.”  There  have  been,  of 
course,  instances  where  benefits  for  psychiatric 
treatment  have  been  badly  abused,  but  this  has 
not  been  uniformly  true.  Though  substantial  bene- 
fits for  mental  disorders  have  been  available 
through  various  other  programs,  especially  group 
major  medical  contracts,  this  major  development 
will  undoubtedly  be  recorded  as  a significant  turn- 
ing point. 

Among  other  things,  it  spawned  concentrated 
efforts  by  the  American  Psychiatric  Association  to 
solve  some  of  the  definitional  problems  which  have 
plagued  this  field  in  the  past.  Additional  develop- 
ments in  insuring  mental  disorders  are  sure  to  be 
forthcoming. 

Having  won  this  major  advance  in  coverage  for 
mental  disorders,  we  can  now  expect  the  UAW  to 
exert  increased  efforts  to  improve  coverage  for 
chronic  disorders  and  rehabilitation. 

Another  imminent  development  is  the  wide-scale 
provision  of  benefits  for  dental  care.  Considerable 
progress  already  has  been  made,  especially  in  the 
development  of  prepayment  dental  service  plans 
analagous  to  the  Blue  Shield  movement.  Most  of 
this  development  has  been  recent,  however,  and 
only  a small  precentage  of  the  population  currently 
enjoys  dental  coverage.  The  announcement  by 
President  Johnson  in  early  April,  1966,  of  plans 
for  a national  dental  care  program  for  children  will 
certainly  give  a push  to  this  development. 

The  major  question  right  now  appears  to  be 
whether  separate  insurance  and  prepayment  plans 
for  dental  care  will  continue  to  develop  and  thrive 
or  if  dental  coverage  will  be  absorbed  as  part  of  a 
single  comprehensive  package  for  health  care.  The 
latter  development  seems  most  logical  in  the  long 
run,  barring  extensive  government  entry  of  the 
field. 

We  can  expect  great  pressure  in  the  future  for 
increased  preventive  medical  benefits,  such  as  phy- 
sical examinations.  This  will  be  challenging  to  the 
insurance  industry  and  medicine  alike.  There  is 
widespread  belief  in  the  logical  assumption  that 
regular  physical  examinations  can  eliminate  many 
health  problems,  but  there  is  also  evidence  avail- 
able which  casts  doubt  on  the  efficacy  of  regular 
physical  examinations,  at  least  as  presently  con- 
ducted. 

CHALLENGE 

The  challenge  to  medicine  is  clear. 

It  must  adapt  to  a role  which  has  been  greatly 
revised  by  its  own  success  in  conquering  infectious 
disease  and  must  learn  effectively  to  spot  potential 
malfunctions  in  the  human  machine  before  they 
occur.  Insurers  must  develop  a satisfactory  ap- 
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proach  to  provide  meaningful  preventive  medical 
benefits,  a largely  neglected  item  at  present. 

Perhaps  the  most  treacherous  area  of  develop- 
ment lies  in  the  realm  of  coverage  for  prescription 
— and  possibly  some  non-prescription  — drugs. 
These  benefits  are  readily  subject  to  abuse  and 
have  represented  a major  difficulty  in  most  in- 
stances in  which  they  have  been  provided,  espe- 
cially under  government  programs.  It  is  certain, 
however,  that  broader  benefits  in  this  area  will  be- 
come available.  Success  will  demand  ingenuity  and 
effciency  of  the  carriers  and  great  integrity  on  the 
part  of  physicians  and  patients  alike. 

Without  going  into  an  exhaustive  cataloguing 
of  potential  development,  it  must  be  noted  that 
changes  are  inevitable  in  the  modalities  of  treat- 
ment which  will  be  covered  as  well  as  in  the  types 
of  illness.  That  is,  in  addition  to  increased  empha- 
sis on  chronic  diseases,  rehabilitative  services  and 
preventive  medical  benefits,  new  modes  of  treat- 
ment will  be  insured.  Nursing  home  benefits,  for 
example,  are  a relatively  recent  development,  and 
they  have  been  extremely  limited.  With  the  advent 
of  health  insurance  benefits  for  the  aged  under 
Social  Security,  nursing  home  benefits  have  been 
thrust  into  prominence.  The  same  can  be  said  for 
certain  post-hospital  extended  care  services  and 
home  health  services.  The  UAW  contract  noted 
previously  provides  coverage  for  mental  health 
treatment  in  such  varied  settings  as  community 
mental  health  centers,  day  and  night  care  centers 
(partial  hospitalization)  or  other  group  treatment 
facilities. 

Parenthetically,  it  may  be  noted  that  some  of 
these  facilities  were  virtually  nonexistent  at  the 
time  the  contract  was  negotiated  and  even  the 
eventual  operational  structure  was  not  clear.  This 
same  contract  also  includes  benefits  for  outpatient 
services  of  para-medical  personnel  such  as  psychia- 
tric social  workers  and  psychologists.  Definitional 
standards  for  these  two  groups  were  also  absent  at 
the  time  of  the  agreement.  More  developments  of 
this  sort  can  be  expected  as  the  demand  for  health 
care  services  continues  to  grow  and  as  efforts  are 
made  to  maximize  the  output  and  efficiency  of  our 
limited  supply  of  health  care  facilities  and  per- 
sonnel. 

^ ^ ^ ^ ^ 

Further  study  of  the  relative  value  approach  as 
a control  on  medical  fees  can  also  be  anticipated. 
In  fact,  a national  relative  value  schedule  seems 
inevitable  before  another  decade  passes.  It  is  ex- 
tremely unlikely,  however,  that  a national  relative 
fee  schedule  will  be  adopted.  Such  a fee  schedule 
could  never  reflect  geographical  differences  in  costs 
and  would  be  impractical,  but  the  logic  of  a Tla- 
tive  value  schedule  which  could  utilize  various 
(Continued  on  next  page) 
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conversion  factors  to  meet  changing  conditions  is 
irrefutable  .The  possibility  does  exist,  however,  of 
conversion  factors  being  applied  which  are  fixed  in 
a given  area  but  which  vary  between  areas. 

This,  clearly,  would  result  in  a series  of  relative 
fee  schedules  and  wrould  differ  markedly  from  the 
contemplated  national  RYS.  From  the  standpoint 
of  physicians,  a national  RYS  would  certainly  be 
more  desirable,  because  it  would  show  more  flex- 
ibility . 

The  final  determination  of  this  issue  probably 
rests  with  the  attitude  of  the  medical  profession. 
If,  as  has  been  assumed,  a national  RYS  is  inevi- 
table, the  real  issued  to  be  decided  is  who  develops 
it.  The  AMA  seems  to  be  the  logical  candidate, 
but  its  involvement  wall  required  a marked  change 
in  existing  policy  favoring  local  relative  value 
studies.  Barring  prompt  and  active  leadership  by 
medicine,  some  other  agency  will  fill  the  void.  As 
noted,  Blue  Shield,  via  its  prevailing  fee  program, 
is  already  moving  in  this  direction.  Commercial  in- 
surers and  the  government  could  also  do  the  job. 

In  fact,  the  government  has  already  been  a prime 
force  in  the  development  of  national  relative  value 
studies  by  certain  medical  specialty  groups.  Fur- 
thermore, in  administering  the  Medicare  program 
for  dependents  of  servicemen,  the  government  has 
frequently  used  the  existing  California  RYS  as  a 
guide  on  a national  basis.  Commercial  insurers 
have,  for  the  most  part,  been  supporters  of  the 
relative  value  concept,  though  individual  compa- 
nies have  varied  greatly  from  enthusiastic  endorse- 
ment to  outright  opposition.  Some  companies  have 
developed  their  own  relative  fee  schedules  and 
others  have  spent  vast  amounts  of  money  on  key- 
ing their  computerized  claims  machinery  to  this 
type  of  system. 

Any  organization,  be  it  governmental  or  private, 
that  has  access  to  modern  electronic  data  processing 
equipment  and  a block  of  claims  experience  ac- 
cumulated under  a program  providing  reimburse- 
ment for  “reasonable  and  customary”  fees  can 
develop  a fee  schedule  with  ease  and  dispatch.  It 
might  not  be  perfectly  accurate,  and  it  is  unlikely 
that  it  would  be  satisfactory  to  all  physicians,  but 
it  could  undoubtedly  be  enforced  for  purposes  of 
satisfying  claims  against  insurers.  Dissatisfied 
physicians  would  then  have  to  recover  additional 
charges  directly  from  their  patients.  This  might 
be  difficult  if  such  charges  have  already  been 
judged  unreasonable  by  a reputable  insurer.  Time 
is  grownng  extremely  short  if  medicine  is  to  re- 
main captain  of  the  ship  in  this  vital  area. 
***** 

UTILIZATION 

The  ultimate  concern,  of  course  is  not  with  re- 
stricting utilization  of  needed  services,  but  with 
limiting  overutilization  of  unnecessary  utilization 


which  places  excessive  demands  on  our  limited 
supply  of  services,  thus  driving  up  prices  and  mak- 
ing it  difficult  for  those  in  real  need  to  obtain 
treatment.  The  magnitude  of  the  task  becomes 
apparent  when  it  is  recognized  that  no  really  ef- 
fective definition  of  what  constitutes  overutiliza- 
tion exists.  Except  for  flagrant  instances,  this  con- 
tinues to  be  a question  that  can  only  be  answered 
by  studying  the  individual  case. 

Before  leaving  this  subject,  it  must  be  made  clear 
that  underutilization  of  services  and  facilities  will 
also  become  a far  more  important  concern  in  the 
future.  In  establishing  utilization  committees  under 
PL  89-97,  Congress  made  it  clear  that  responsi- 
bility for  identifying  inadequate  treatment  is  as 
important  as  locating  insurances  of  excessive  or 
unnecessary  care. 

PREDICTION 

It  helps,  in  forecasting,  to  suppress  personal 
prejudice  and  bias  in  order  to  look  at  the  future 
objectively — difficult  though  this  may  be.  What 
follows,  therefore,  does  not  necessarily  reflect  pref- 
erence so  much  as  expectation. 

What,  then,  of  the  three  “visions”  of  1985  which 
were  suggested  earlier?  The  first  view  contemplated 
a “healthy,  virile  private  health  insurance  indus- 
try of  giant  proportions  which  effectively  serves  the 
health  needs  of  the  vast  majority  of  the  under-65 
population  of  the  country,  with  a relatively  minor 
assist  from  government  to  provide  for  a small 
group  of  medically  indigent.”  This  view  included 
a government  health  insurance  plan  still  limited 
to  the  elderly,  though  greatly  revised  and  ex- 
panded. At  the  risk  of  dismissing  too  lightly  the 
resiliency  and  determination  of  an  industry  that 
has  frequently  been  underestimated  in  the  past, 
this  vision  is  rejected.  The  primary  reason  for  this 
rejection  is  the  time  element. 

The  revolution  of  expectations  in  the  field  of 
health  developed  too  rapidly  for  the  insurance 
industry  adequately  to  cope  with  them,  despite 
heroic  efforts.  If  time  could  be  bought,  private  in- 
surers would  undoubtedly  meet  the  challenges  in- 
herent in  this  first  vision.  But  faced  with  the  snow- 
balling political  attraction  of  a government  spon- 
sored program,  lingering  resistance  of  the  medical 
profession  to  necessary  controls  and  involvement 
and  pressure  from  organized  labor  for  a govern- 
ment sponsored  solution,  it  seems  impossible  that 
private  insurance  can  prevail  on  such  a broad 
scale. 

Only  an  unforeseen  delay  occasioned  by  serious 
domestic  economic  problems  or  excessive  military 
expenditures  could  buy  the  insurance  industry  suf- 
ficient time  for  this  vision  to  be  realized,  barring 
excessive  costs  or  abuse  of  the  program  itself. 

The  second  vision  was  a "stunted  health  insur- 
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ance  industry,  in  today’s  terms,  with  carriers  hav- 
ing relinquished  most  of  their  risk-bearing  capacity, 
except  for  supplementary  benefits,  in  order  to  serve 
as  administrative  ‘buffer’  between  medicine  and  a 
comprehensive,  population-wide  system  of  federal 
health  insurance.” 

The  final  view  “contemplates  a completely  gov- 
ernment sponsored  and  administered  health  insur- 
ance system  for  the  entire  population,  with  a rela- 
tively small  but  possibly  thriving  private  industry 
offering  supplementary  benefits  to  most  of  the 
population  plus  alternative  benefits  to  that  limited 
proportion  of  the  population  that  is  willing  to  pay 
extra  for  presumably  better,  more  prompt  and 
more  personal  medical  care.”  This  last  vision  is 
merely  a reflection  of  the  English  experience  today. 

The  most  probable  result  will  be  a combination 
of  these  two  visions.  Others  have  discussed  the 
“mixed  economy”  that  is  emerging  in  America  and 
have  suggested  that  it  describes  the  future  of  vol- 
untary prepayment  for  health  services: 

As  I move  to  the  question  of  what  form  a 
“mixed  economy”  in  the  health  field  is  likely  to 
take,  I should  like  to  point  out  that  the  greatest 
stumbling  block  to  realistic  appraisal  and  predic- 
tion has  been  removed.  When  we  consider  health 
prepayment  as  an  “either-or”  situation  — either 
governmental  or  private — we  overlook  the  particu- 
lar genius  of  American  politics  and  economics  to 
find  compromise  solutions  to  matters  of  acute  pub- 
lic concern.  I venture  one  firm  prediction  at  the 
outset:  there  will  be  no  revolution  in  the  structure 
of  payment  for  health  care.  Rather,  the  evolution- 
ary process  of  the  last  few  decades  will  continue, 
implemented  and  encouraged  by  increased  govern- 
mental concern  and  participation. 

One  distinction  between  revolution  and  evolu- 
tion is  the  time  required  for  the  change.  The  read- 
er may  select  the  label,  but  change  there  will  be. 

The  potpourri  of  health  benefits  in  1985  will 
unquestionably  include  a government  sponsored 
health  insurance  system  for  the  entire  population. 
While  there  is  a distinct  possibility  that  such  a 
plan  would  be  completely  administered  by  the 
government,  present  indications  are  than  an  “ad- 
ministrative buffer”  between  government  and  the 
providers  of  care  will  be  retained.  Several  prece- 
dents already  exist  for  this  arrangement,  and  their 
continued  success  plus  the  active  efforts  of  Blue 
Cross  and  others  to  obtain  an  administrative  inter- 
mediary capacity  seem  destined  to  preserve  this 
function.  There  are  many  factors  favoring  such  a 
solution,  including  the  existence  of  an  experienced 
mechanism  and  the  often  politically  expedient  situ- 
ation of  having  a third  party  stand  between  gov- 
ernment and  consumer. 

In  one  sense,  then,  the  health  insurance  industry 
as  we  know  it  today  will  be  stunted.  It  is  highly 


unlikely  that  private  carriers  will  have  any  risk- 
bearing capacity  so  far  the  the  governmental  pro- 
gram of  health  and  medical  benefits  is  concerned, 
but  dollar  volume  of  the  private  health  insurance 
industry  may  well  exceed  that  of  today.  This  will 
be  due  in  part  to  the  continued  offering  of  sup- 
plemental health  and  medical  benefits,  population 
growth,  and  rising  prices. 

Of  greater  significance,  though,  will  be  the  tre- 
mendous growth  which  will  have  occurred  in  the 
fifth  major  area  of  health  insurance — income  re- 
placement. As  of  1966,  income  replacement  insur- 
ance was  the  smallest  of  the  five  major  categories 
of  health  insurance,  despite  the  fact  that  some  in- 
surance leaders  have  long  considered  it  the  most 
promising  venture  for  private  insurers. 

What  of  the  disability  provisions  of  the  Social 
Security  law  and  the  four  state  compulsory  tempor- 
ary disability  laws?  These  statutory  benefits  are 
likely  to  remain  nominal,  and  should  have  no  more 
effect  on  private  disability  income  insurance  plans 
than  the  survivorship  and  retirement  benefits  of 
Social  Security  have  had  on  the  life  insurance  in- 
dustry. In  the  latter  care,  it  is  generally  conceded 
that  the  government  benefits  have  spurred  rather 
than  hindered  the  private  industry.  The  critical 
issue  here  is  that  statutory  benefits  must  remain 
nominal,  for  there  are  important  differences  be- 
tween life  and  disability  income  insurance.  The 
(Continued  on  Page  58) 
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ACUTE  APPENDICITIS  IN  A UNIVERSITY  HEALTH  SERVICE 

Observation  Of  Doubtful  Cases  Improves  Diagnostic  Accuracy 
Without  Increasing  Morbidity 

THOMAS  PERRY,  JR..  M.D. 


The  Author.  Thomas  Perry,  Jr.,  M.D.,  of  Providence, 
R.I.  Surgeon-in-Charge — Second  Surgical  Service,  De- 
partment of  Surgery,  Rhode  Island  Hospital;  Surgeon, 
Andrews  House,  University  Health  Service,  Brown 
U ni  versify. 

In  a healthy  male  university  student  population 
acute  appendicitis  is  by  far  the  commonest  finding 
in  abdominal  surgical  cases.  Over  a fourteen  year 
period,  seventy-six  laparotomies  were  performed  in 
such  a group.  Seventy-two  of  these  were  carried  out 
with  a pre-operative  diagnosis  of  acute  appendicitis. 
(As  this  is  a personal  series,  approximately  ten 
cases  operated  on  by  others  were  not  included.) 
Students  are  on  vacation  about  one  third  of  the 
time  and  usually  have  their  elective  surgery  in  their 
home  communities.  This  accounts  in  part  for  the 
high  proportion  of  appendicitis  in  laparotomies 
performed  during  the  college  year. 

It  is  the  object  of  this  paper  to  present  experi- 
ence with  a program  for  handling  acute  appendicitis 
in  the  universaty  environment.  Naturally,  early  di- 
agnosis is  the  first  objective  after  entry  into  the 
University  Infirmary.  Patients  to  be  operated  on 
are  transferred  to  a large  general  hospital  for  their 
surgery  and  returned  to  the  infirmary  as  quickly 
as  possible,  almost  always  within  two  days.  Ac- 
tivities are  advanced  rapidly  in  order  to  get  the 
boys  back  to  classes  as  early  as  possible.  It  is  our 
feeling  that  the  boy  who  spends  an  extra  wreek  or 
two  convalescing  gets  so  far  behind  that  he  ends 
up  more  worn  out  than  the  individual  who  returns 
as  soon  as  possible. 

There  seems  to  be  little  in  the  literature  con- 
cerning how  much  time  young  men  need  lose  from 
student  activities  as  a result  of  acute  appendicitis. 
Quigley  and  Contratto1  report  an  average  college 
infirmary  stay  of  20  days.  While  their  report  was 
made  only  twenty-five  years  ago,  it  was  in  another 
era.  Early  ambulation  was  just  being  mentioned, 
and  antibiotics  were  yet  to  come.  As  would  be  ex- 
pected the  figures  here  presented  are  much  better. 

CASE  MATERIAL 

Among  the  seventy-two  cases  with  a preoper- 
ative diagnosis  of  appendicitis,  there  were  five  in- 
correct diagnoses  (Table  1).  One  patient  had  a 
perforated  solitary  diverticulum  of  the  hepatic 
flexure  of  the  colon,  one  regional  enteritis,  two  me- 
senteric adenitis,  and  one  no  pathology.  The  latter 


TABLE  1 

Operative  Diagnosis 


Acute  appencitis  67 

Mesenteric  adenitis  2 

Normal  appendix  1 

Regional  enteritis  1 

Ruptured  colon  divertic.  1 


four  were  the  only  ones  not  needing  surgery  by 
usual  standards,  an  incidence  of  1:18.  While  this 
may  seem  like  a pretty  good  record,  it  should  be 
pointed  out  that  these  were  healthy  young  males. 
None  had  pelvic  inflammatory  disease  or  even  mit- 
telschmerz.  Further,  we  do  not  subscribe  to  the 
philosophy  that  if  there  is  a suspicion  of  appen- 
dicitis operation  is  mandatory.  It  is  our  feeling  that 
careful  observation  over  a period  of  time  is  re- 
warded by  a high  percentage  of  correct  diagnoses 
and  very  little  morbidity.  The  boy  who  has  local- 
ized tenderness  and  a high  white  count  is  not  op- 
erated on  if  his  story  is  brief  and  he  has  no  spasm. 
Very  often  he  will  be  much  better  after  six  to 
twelve  hours  and  is  found  not  to  need  surgery. 

The  high  percentage  of  correct  diagnoses  here 
reported  is  probably  not  unusual.  Points,  Jones  and 
McNamara.2  operating  on  125  college  men  with  a 
preoperative  diagnosis  of  acute  appendicitis,  found 
the  appendix  normal  in  only  six  cases. 

Of  our  seventy-two  cases  only  sixtyone  are  avail- 
able for  detailed  study.  Unfortunately,  university 
health  records  are  destroyed  ten  years  after  stu- 
dents leave;  therefore  eleven  have  hospital  records 
only.  Ten  of  these  had  acute  appendicitis  and  the 
other  the  ruptured  diverticulum  of  the  hepatic 
flexure  of  the  colon  as  reported  above. 

PREOPERATIVE  COURSE 

The  remainder  of  this  presentation  will  be  con- 
fined to  the  sixty-one  cases  whose  University  Health 
Service  records  are  available.  Patients  come  to  the 
infirmary  with  a relatively  short  history,  perhaps 

Table  2 

Duration  Symptoms  Prior  to  Reporting  to  Doctor 


Time  in  hours 

Number 

0—  6 

20 

7—12 

24 

13—24 

14 

25—48 

2 

72 

1 

61 
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because  care  is  free  and  of  easy  access.  During  the 
day  they  are  seen  by  the  doctor  on  duty.  After 
5:00  P.M.  a nurse  calls  in  the  surgeon.  A diagnosis 
in  the  early  cases,  of  which  there  are  many,  is  often 
difficult.  As  seen  in  Table  2 forty-four  came  to  us 
in  the  first  twelve  hours  of  illness.  It  is  often  ne- 
cessary to  see  these  patients  several  times  over  a 
period  of  hours,  or  occasionally  days,  to  make  the 
diagnosis. 

Table  3 

Infirmary  Time  Pre-op. 


Time  in  hours  Number 
0—  3 24 

4—6  16 

7—12  8 

13—18  8 

19—24  2 

28,52,68  3 


61 

Table  3 gives  the  number  of  hours  in  the  infirm- 
ary before  the  diagnosis  was  clear-cut  enough  to 
warrant  sending  the  boy  to  the  hospital.  It  will  be 
seen  that  the  last  five  were  observed  from  ninteen 
to  sixty-eight  hours.  One  of  these  was  visited  three 
times,  one  four,  two  five,  and  one  six  times  before 
a diagnosis  was  made.  None  of  these  had  a rup- 
tured appendix.  Of  those  observed  eighteen  hours 
or  less,  thirty-one  were  diagnosed  on  the  first  visit 
and  most  of  the  rest  on  the  second. 

Of  course,  there  are  many  cases  under  observa- 
tion who  turn  out  not  to  have  acute  appendicitis. 
From  a review  of  two  years  of  our  experience  the 
count  seems  to  run  about  four  to  three  in  favor  of 
those  not  operated  on.  This  is  a hard  figure  to  pin 
down.  Many  cases  are  seen  informally  by  a sur- 
geon just  to  check  the  opinion  of  an  internist,  who 
is  pretty  sure  he  can  rule  out  appendicitis.  The 
suspicious  cases  are  often  the  most  demanding.  One 
keeps  on  worrying  until  the  patient  gets  better,  and 
these  boys  are  visited  more  times  on  the  average 
than  those  who  turn  out  to  have  appendicitis. 

There  was  never  any  delay  in  operation  once  the 
diagnosis  had  been  made.  The  boys  were  always 
in  the  hospital  within  half  an  hour.  As  history, 
physical  examination,  and  laboratory  work  had  all 
been  done  in  the  infirmary,  there  was  no  wait  in 
the  hospital.  All  cases  were  operated  on  within  four 
hours  of  hospital  admission,  and  the  majority  (37) 
within  one  hour. 

In  general  there  was  an  inverse  ratio  between  the 
duration  of  symptoms  prior  to  reporting  sick  and 
the  time  taken  after  admission  to  the  infirmary  to 
make  a diagnosis.  This  is  another  way  of  saying 
that  a diagnosis  can’t  be  made  until  localizing  signs 
are  well-developed,  or  have  remained  constant  for 
a few  hours.  Table  4 gives  the  overall  time  from 
first  symptom  to  operation.  It  is  interesting  that  of 


Table  4 

Time  First  Symptom  to  Operation 


Time  in  hours 

Numbei 

7—12 

12 

13—18 

19 

19—24 

12 

25— 30 

10 

31,32,34,52,58,66,75,88  8 

61 

the  eight  cases  not  operated  on  until  thirty  hours 
after  onset  of  symptoms,  six  had  routine  unrup- 
tured appendicitis,  one  had  regional  enteritis,  and 
only  one,  whose  chief  delay  was  from  not  reporting 
to  the  infirmary  for  forty-eight  hours,  had  a per- 
foration of  the  appendix.  Appendectomy  was  per- 
formed within  four  hours  of  the  time  he  checked  in. 

Altogether  there  were  five  cases  out  of  61  with 
perforation.  Their  preoperative  time  schedules  are 
summarized  in  Tale  5.  Obviously  we  are  chagrined 
about  the  first  two  who  were  observed  thirteen  and 
seventeen  hours.  In  each  of  them  the  time  from 
onset  of  first  symptoms  to  operation  was  less  than 
24  hours.  In  each  case  only  a small  amount  of 
cloudy  fluid  was  present.  The  onset  of  perforation 
was  marked  by  a worsening  of  the  clinical  picture, 
and  operation  was  probably  performed  within  three 
hours  of  the  event.  Neither  had  a prolonged  post- 
operative course.  If  we  had  been  more  aggressive  in 
operating  on  questionable  cases,  these  two  would 
probably  not  have  perforated.  Equally  obviously, 
if  this  had  been  our  policy,  we  would  have  removed 
several  more  normal  appendices.  The  other  three 
perforated  cases  were  operated  on  as  rapidly  as 
possible,  the  delay  having  been  due  to  the  patients’ 
slowness  in  reporting  to  the  infirmary. 

Table  5 

Perforated  Appendix 
Pre-op.  Time  in  Hours 


Before  Entry 

Time  in 

Time  in 

Total 

to  Infirmary 

Infirmary 

Hospital 

Time 

Case  1 

2 

17 

1 

20 

2 

7 

13 

1 

21 

3 

20 

1 

I 

22 

4 

24 

0 

1 

25 

5 

48(  abscess)  2 

2 

52 

OPERATION 

Operation  is  carried  out  under  spinal  anesthesia 
through  a McBurney  incision.  Cloudy  fluid  is  cul- 
tured. Perforated  appendicitis  without  localization 
of  pus  is  drained  to  the  peritoneum  only.  Closure 
of  the  wound  is  with  catgut. 

Antibiotics  are  used  only  if  cloudy  fluid  is  pres- 
ent. As  a starter,  Chloromycetin®  or  a combina- 
tion of  penicillin  and  streptomycin  is  used.  More 
recently  Keflin®  has  replaced  Chloromycetin.® 
Usually  the  culture  and  sensitivity  studies  of  the 
(Continued  on  next  page) 
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offending  organisms  are  available  the  next  day. 
Antibiotic  is  stopped  if  the  culture  is  sterile,  or 
another  substituted  if  the  sensitivity  studies  so 
indicate. 

POSTOPERATIVE  COURSE 

The  boys  go  back  to  the  infirmary  about  as 
soon  as  they  have  the  fortitude  to  be  bundled  into  a 
car  for  a five  minute  ride.  They  are  moved  back 
early,  partly  for  financial  reasons,  but  mostly  be- 
cause the  infirmary'  nursing  staff  can  afford  more 
personal  attention  than  can  be  expected  in  a gen- 
eral hospital.  Table  6 gives  the  postoperative  time 
in  the  hospital.  Forty-seven  left  on  the  first  or  sec- 
ond postoperative  day.  Of  the  seven  who  were  in 
the  hospital  over  sixty  hours,  four  had  perfora- 
tions and  three  did  not.  (The  fifth  perforated  ap- 
pendix mentioned  previously  left  the  hospital  on 
the  first  postoperative  day.)  The  reasons  for  the 
prolonged  stay  in  the  three  unperforated  cases  were 
atelectasis  in  one,  undiagnosed  fever  in  another, 
and  a third  who  just  was  not  in  a hurry  to  move. 
There  were  a few  late  complications  that  will  be 
mentioned  later  occurring  after  hospitalization. 

Table  6 

Post-op.  Hospital  Time 


Time  in  hours  Number 
14—24  13 

25—36  12 

37 — 48  22 

49—60  7 

61 — 75  5 

84,127  2 


61 

In  the  infirmary  boys  are  allowed  to  be  up  as 
soon  as  they  want  to  get  going.  Diet  is  advanced 
pretty  rapidly.  We  rarely  give  an  enema.  One  the 
second  day  we  tell  the  patients  that  one  can  be 
given  the  next  day  if  needed.  This  word  to  the  wise 
is  usually  sufficient. 

Postoperative  infirmary  stay  was  rather  brief  as 
seen  in  Table  7.  Of  the  two  boys  who  left  in  two 
days,  one  was  the  individual  previously  mentioned 
who  was  slow  getting  out  of  the  hospital,  and  the 
other  went  home  to  convalesce  during  Christmas 
vacation. 

Table  7 

Length  of  Infirmary  Stay  After  Return  From  Hospital 

Days  Number 

2 2 

3 5 

4 11 

5 14 

6 18 

7 6 

8 3 

9 1 

12  1 

♦Two  cases  had  2nd  Infirmary  visit 


There  were  only  five  cases  who  stayed  in  over  a 
week.  Three  of  these  remained  for  eight  days,  one 
having  a sore  throat,  one  a perforated  appendix, 
and  the  third  a post-spinal  anesthesia  headache. 
The  nine-day  boy  had  regional  enteritis.  The  long- 
est stay  was  twelve  days.  This  boy  did  poorly  and 
eventually,  on  the  tenth  postoperative  day,  an  ab- 
scess beneath  the  external  oblique  aponeurosis  was 
drained. 

When  one  of  these  patients  gets  moving  around 
comfortably  we  suggest  that  he  go  to  class.  If  this 
goes  well,  and  it  always  seems  to,  the  next  day  he 
goes  to  all  his  classes  from  the  infirmary,  and  is 
discharged  the  day  after  that.  This  program  is 
varied  somewhat,  particularly  for  those  who  are 
ready  to  go  just  before  a week-end. 

After  discharge,  patients  are  seen  about  once  a 
week  for  three  weeks.  Return  to  physical  activities, 
including  contact  sports,  is  encouraged  at  the  end 
of  this  time. 

It  would  be  nice  to  end  the  study  here.  However, 
there  were  two  late  complications.  One  boy  who  had 
only  an  intercurrent  viral  infection.  The  other  case 
also  had  a perforated  appendix.  He  developed  ob- 
struction of  the  terminal  ileum  due  to  adhesions 
three  weeks  postoperatively.  This  required  a second 
laparotomy,  but  he  eventually  straightened  out 
completely. 

The  various  postoperative  complications,  all 
but  one  of  which  have  been  mentioned  previously, 
are  summarized  in  Table  8. 


Table  8 

Post-op.  Complications 


Complication  Number 

Wound  Infection  2 

Gastric  Dilation  1 

Spinal  headache  1 

Atelectasis,  mild  1 


Intestinal  obstruction  1 


SUMMARY  OF  TIME  LOST  FROM  STUDIES 

All  of  the  data  on  time  spent  in  various  places 
can  be  summarized  in  the  following  manner.  Sixty- 
one  cases  were  operated  on  with  a pre-operative 
diagnosis  of  acute  appendicitis.  Taking  first  the  five 
perforated  appendicitis  cases,  one  finds  that,  from 
the  first  entry  to  the  infirmary  to  discharge,  they 
took  nine,  eleven,  thirteen,  fifteen,  and  thirty-seven 
days.  The  last  of  these  had  a three  week  interval  of 
freedom  midway  in  the  thirty-seven  days  before 
his  operation  for  lysis  of  adhesions.  One  other  case 
proved  to  have  regional  enteritis,  requiring  pro- 
longed care. 

This  leaves  fifty-five  of  the  sixty-one  who  had 
either  acute  unruptured  appendicitis,  mesenteric 
adenitis,  or  a normal  appendix  (three  cases  in  the 
last  two  categories).  Their  times  from  entry  into 
the  infirmary  to  discharge  are  shown  in  Table  9. 
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Table  9 

Unruptured  Appendicitis 

Time  First  entry  to  Infirmary  to  Final  Discharge 

Days  Number 


4 

5 

6 

7 

8 

9 

10 

14 


3 

7 
10 
12 
10 

8 

4 
1 


All  but  thirteen  were  confined  eight  days  or  less. 
Inasmuch  as  most  of  them  had  been  going  to  classes 
for  a day  from  the  infirmary,  it  is  safe  to  say  that 
three-quarters  lost  only  a week  of  classes  and  only 
one  exceeded  ten  days.  Three  boys  were  out  only 
four  days.  Actually  none  of  these  three  went  back 
to  classes  at  once.  Two  went  home  for  Christmas 
vacations  and  the  third  for  a three  day  holiday 
week-end. 

SUMMARY 

Seventy-two  male  university  students  with  a pre- 
operative diagnosis  of  acute  appendicitis  underwent 
surgery.  A short  period  of  observation  of  atypical 
cases  before  surgery  resulted  in  a correct  diagnosis 
in  all  but  five,  without  significantly  increasing  mor- 
bidity. 

Of  fifty-five  cases  of  unruptured  appendicitis, 
fifty-four  were  discharged  to  classes  within  ten 
days,  and  the  large  majority  within  a week.  The 
management  of  these  cases,  while  in  the  hospital 
and  University  Infirmary,  is  discussed  in  detail. 
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SOME  APPARENTLY  COMMON  PROBLEMS  IN  PATIENTS 
RECEIVING  CONTRACEPTIVE  PILLS 

PHILIP  BALL.  M.D. 
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Member,  Department  of  Medicine,  and  the  Active  Staff, 
Ball  Memorial  Hospital,  Muncie,  Indiana. 


This  article  is  in  the  nature  of  a warning  to  phy- 
sicians prescribing  the  so-called  contraceptive  pills 
whether  for  the  purposes  of  pregnancy  prevention 
or  for  the  treatment  of  gynecologic  disorders  in- 
cluding dysmenorrhea,  endometriosis,  dysfunctional 
uterine  bleeding,  or  menstrual  irregularity.  It  is  felt 
that  the  side  effects  of  depressive  symptoms  and 
also  malaise,  fatigue,  tension,  lack  of  libido,  and 
acceleration  of  vascular  type  headaches  during  ad- 
ministration of  these  pills  is  a more  frequent  prob- 
lem than  believed  by  most  physicians.  This  article 
is  based  on  an  unscientific  sampling  of  some  30 
cases  recalled  “out  of  thin  air”  from  an  internist's' 
office  practice.  It  is  believed  that  the  symptoms 
concerned  are  intangible  enough  that  they  would 
not  be  well  identified  in  a mass  survey  — particu- 
larly if  this  were  of  a population  in  a backward 
“test  country”  or  a population  group  which  was 
only  casually  or  superficially  surveyed.  It  is  also 
true  that  the  symptoms  are  common  enough  in  any 
case  so  that  perfect  proof  of  relation  of  the  symp- 
toms to  contraceptive  medication  is  not  easy. 

The  author  has  also  seen  several  cases  of  throm- 
boembolic disease  and  several  cases  of  erythema 
nodosum  in  patients  on  contraceptive  pills,  but  feels 
that  these  are  infrequent  problems  as  compared  to 
those  which  are  the  concern  of  this  article. 

Following  are  a few  illustrative  cases. 

CASES  IN  WHICH  CONTRACEPTIVE  MEDICATION 

HAD  SEEMED  TO  BE  PROVOCATIVE  OF  MAJOR 

SYMPTOMS 

Case  1.  Tatient  was  first  seen  2-13-65  complain- 
ing of  headaches  occurring  in  cyclic  fashion,  severe 
in  nature,  and  often  accompanied  by  nausea,  vom- 
iting, and  photophobia.  Patient  had  been  on  nore- 
thynodrel  with  mestranol,  5 mg.,  (Enovid®)  for 
some  three  years.  Treatment  as  for  migraine  was 
carried  out.  On  9-23-65  the  patient  was  seen  com- 
plaining of  symptoms  of  depression  and  tension  of 
several  years  duration.  The  patient  also  stated 
^bat  her  migraine  had  been  severe  for  several 
years.  Again  it  was  noted  she  had  been  on 
norethynodrel  with  mestranol.  5 mg.,  (Eno- 
vid®) approximately  three  and  one-half  years. 


At  this  time  the  patient  was  advised  to  take  a va- 
cation from  her  contraceptive  medication  and  use 
some  old-fashioned  technique  for  pregnancy  pre- 
vention. The  patient  was  next  seen  on  2-4-66.  and 
she  stated  that  the  depression,  tension,  and  migraine 
headache  seemed  to  abate  promptly  when  the  con- 
traceptive pill  was  stopped.  The  patient  stated 
that  until  she  had  quit  the  contraceptive  pill  she 
felt  that  “I  had  made  a mistake  in  my  marriage, 
or  married  the  wrong  man.  or  marriage  was  not 
for  me.”  The  patient  stated  that  now  she  was 
"happy,  marriage  was  wonderful  and  I had  no  idea 
it  could  be  this  wonderful,”  The  patient  was  last 
seen  on  7-8-66  and  was  continuing  to  feel  quite 
well  and  had  no  complaints. 

, Case  2.  The  patient  was  seen  on  7-22-65  com- 
plaining of  fatigue  which  had  been  present  for  a 
year  and  some  intermittent  depression  which  had 
been  present  for  one  year.  She  had  been  on  no- 
rethindrone  with  mestranol,  2 mg.,  (Ortho- 
Xovum®)  for  one  and  one  half  years.  Xo  physical 
problems  were  identified  on  complete  examination, 
and  she  was  advised  to  stop  the  contraceptive.  A 
few  doses  of  desipramine  (Xorpramine®)  25  mg. 
four  times  daily  were  given  for  a few  days.  The 
patient  was  next  seen  on  8-21-65  feeling  very  well 
in  all  respects.  She  stated  she  was  “better  than  in 
a long  time.  Everybody  notices  it.”  She  was  ad- 
vised not  to  resume  the  contraceptive  medication. 

Case  3.  The  patient  was  seen  on  9-29-66  com- 
plaining of  being  ‘‘run  down,  grouchy  and  irritable” 
since  October  1965.  She  also  complained  of  chronic 
fatigue  and  loss  of  normal  libido.  She  had  been  on 
chlormadinone  with  mestranol  (C-Quens®)  since 
October  1965.  She  came  to  me  at  the  insistence  of 
her  husband.  She  was  advised  to  stop  the  contra- 
ceptive pill.  Xo  other  medication  was  prescribed. 
When  seen  one  month  later  she  had  no  residual 
complaint. 

CASES  IN  WHICH  THE  PATIENT  SWITCHED  FROM 
ONE  OF  THE  OLDER  FORMULA  CONTRACEP- 
TIVE MEDICATIONS  TO  ONE  OF  THE  SO- 
CALLED  SECOND  GENERATION  TYPE  SEQUEN- 
TIAL CONTRACEPTIVE  PILLS 
Case  1.  The  patient  was  seen  on  8-30-66  com- 
plaining of  headaches  which  had  been  quite  fre- 
quent for  six  months.  They  occurred  as  often  as 
three  times  per  week.  They  were  usually  right 
sided  and  often  associated  with  some  scotomata  and 
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nausea.  She  also  complained  of  some  mild  de- 
pressed feelings  during  the  previous  12  months. 
Interrogation  about  medication  revealed  that  the 
patient  had  been  on  chlormadinone  with  mestranol 
(C-Quens®)  for  the  past  12  months.  Prior  to  that 
she  had  been  on  norethindrone  with  mestranol 
(Ortho-Novum®)  for  nine  months  and  prior  to 
that  had  been  on  norethynodrel  with  mestranol 
(Enovid®).  It  would  appear  that  the  sequential 
type  had  been  associated  with  the  period  of  the 
greatest  symptomatology. 

Case  2.  This  patient  according  to  her  statement 
was  begun  on  norethynodrel  mestranol,  5 mg., 
(Enovid®)  in  January  1965.  She  was  married  in 
February  1965.  On  5-19-65  she  consulted  me  com- 
plaining of  fatigue,  irritability,  depression,  and 
frequent  generalized  headaches.  She  was  advised  to 
take  desipramine  (Norpramine®)  25  mg.  three 
times  daily  after  meals.  On  5-29-65  she  stated  she 
felt  somewhat  improved.  She  was  advised  to  stop 
norethynodrel  with  mestranol  and  start  chlorma- 
dinone with  mestranol  (C-Quen®).  When  seen  on 
9-30-65  she  stated  she  was  somewhat  improved  in 
reference  to  the  depressed  feelings  and  headaches. 
She  discontinued  all  contraceptive  medication  in 
January  1966  in  order  to  become  pregnant. 

CASES  IN  WHICH  CONTRACEPTIVE  MEDICATION 
SEEMED  TO  BE  AGGRAVATING  AN  ALREADY 
EXISTING  DEPRESSIVE  PROBLEM 

Case  1.  This  patient  had  had  hospitalizations  for 
neurotic  symptoms  and  depressive  reactions  as  far 
back  as  1958.  This  condition  was  severe  enough  to 
require  care  under  a psychiatrist  in  a psychiatric 
unit.  She  continued  to  be  troubled  with  various  emo- 
tional symptoms  periodically,  especially  those  of 
depression.  The  symptoms  seemed  to  be  consider- 
ably accelerated  between  1962  and  1966,  and  she 
was  during  this  period  of  time  almost  constantly 
under  psychiatric  care  with  multiple  drugs,  group 
therapy,  and  discussion  therapy.  History  was  given 
to  me  on  7-2-66  by  the  patient  that  she  had  been 
on  contraceptive  medication  since  1962.  She  took 
norethynodrel  with  mestranol  (Enovid®)  from  1962 
until  1965,  but  discontinued  it  because  of  “con- 
stant vomiting.”  She  was  next  put  on  norethindrone 
with  mestranol  (Ortho-Novum®)  by  another  phy- 
sician and  took  it  for  approximately  one  year,  but 
discontinued  it  in  February  1966  because  of  an 
increase  in  headaches  which  she  was  convinced  had 
been  caused  by  the  drug.  Emotionally  the  patient 
has  been  better  since  February  1966  when  all  con- 
traceptive medication  was  discontinued. 

Case  2.  This  patient  had  been  under  psychiatric 
care  for  some  six  years  for  presumed  schizophrenic 
reaction  marked  chiefly  by  depressive  symptoms. 
At  her  request  she  was  started  on  norethynodrel 
with  mestranol,  5 mg.,  (Enovid®)  as  a contracep- 


tive measure  on  4-1-64.  The  treatment  with  this 
drug  was  marked  by  considerable  breakthrough 
bleeding,  nausea,  increased  fatigue,  and  breast  sore- 
ness. She  continued  with  this  medication  however 
and  on  3-5-65  was  complaining  of  severe  headaches. 
She  stated  that  headaches  had  been  recurrent  since 
age  18;  however,  they  had  been  much  more  fre- 
quent in  the  past  eight  to  nine  months.  They  were 
usually  of  generalized  pounding  type  with  blurred 
vision,  nausea,  and  dizziness.  During  this  period  of 
a year  the  patient  was  in  and  out  of  a psychiatric 
unit  on  several  occassions.  Her  depressive  symp- 
toms were  much  more  marked.  In  the  latter  months 
of  1965  the  patient  discontinued  the  medication  on 
her  own  because  she  was  convinced  it  had  aggra- 
vated her  depression.  She  has  been  somewhat  im- 
proved since  that  time. 

CASES  IN  WHICH  CONTRACEPTIVE  MEDICATION 

SEEMED  TO  HAVE  BEEN  PROVOCATIVE  OF 

MAJOR  SYMPTOMS  BUT  THE  PATIENT  WOULD 

NOT  DISCONTINUE  MEDICATION 

Case  1.  This  patient  was  seen  on  6-2-66  com- 
plaining of  weight  gain  of  15  pounds  in  eight 
months,  also  of  sluggishness,  tiredness,  tension,  and 
depression,  especially  in  the  preceding  eight  to  12 
months.  The  patient  had  been  on  norethynodrel 
with  mestranol,  2.5  mg.,  (Enovid®)  since  Novem- 
ber 1965.  The  patient  also  stated  that  since  the 
taking  of  this  medication  she  had  been  sexually 
uninterested.  Complete  physical  examination  was 
entirely  negative  except  for  chloasma.  The  patient 
was  advised  to  stop  the  contraceptive  medication 
because  of  multiple  probable  side  effect  problems. 
The  patient  stated  that  this  was  impossible.  She 
said  that  both  she  and  her  husband  would  not  be 
satisfied  with  anything  less  than  100  per  cent  as- 
surance against  pregnancy.  She  stated  that  she 
and  her  husband  (both  of  whom  were  23,  had  been 
married  one  and  one  half  years,  and  had  one  child) 
did  not  wish  any  more  children  “ever.”  The  pa- 
tient said  that  unless  I could  see  that  her  husband 
was  operated  on  to  render  him  sterile  she  could 
could  not  under  any  circumstances  discontinue  the 
pill  no  matter  what  it  caused  inasmuch  as  no  other 
measures  would  offer  100  per  cent  assurance 
against  pregnancy. 

Case  2.  This  patient  began  norethindrone  with 
mestranol  (Ortho-Novum®)  in  June  1964.  When 

(Continued  on  next  page) 

GENERIC  AND  TRADE  NAMES  OF  DRUGS 

Chlormadinone  with  mestranol  — C-Quens 
Desipramine  — Norpramine 
Diethylpropion  — Tenuate 

Norethindron  with  mestranol,  10  mg.  — Ortho-Novum 
Norethindrone  with  mestranol,  2 mg.  — Ortho-Novum 
Norethynodrel  with  mestranol,  10  mg.  — Enovid 
Norethynodrel  with  mestranol,  5 mg.  — Enovid 
Norethynodrel  with  mestranol,  2.5  mg.  — Enovid 
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seen  on  9-29-66  she  stated  that  fatigue  had  been 
constant  since  the  Fall  of  1964.  Also  she  had  gained 
considerable  weight  and  felt  herself  to  be  25  pounds 
above  desirable  weight.  She  also  had  chloasma.  She 
wanted  to  lose  weight,  then  discontinue  the  contra- 
ceptive, and  have  another  baby  — in  that  order. 
She  felt  that  she  couldn't  lose  so  long  as  she  took 
the  contraceptive  pill  and  couldn't  afford  to  get 
pregnant  as  overweight  as  she  was.  When  last  pre- 
viously treated  elsewhere,  she  had  been  told  to  con- 
tinue the  birth  control  measure  and  take  an  anorec- 
tic pill,  diethylpropion  hydrochloride  (Tenuate®). 
So  I saw  her  as  a female  who  was  fat,  fatigued,  pig- 
mented, infertile,  and  confused  as  to  what  to  do 
next.  I told  her  to  stop  all  pills  — but  she  remained 
fearful  and  dubious  when  last  instructed. 

CASES  IN  WHICH  CONTRACEPTIVE  MEDICATION 
HAD  POSSIBLY  BEEN  THE  CAUSE  OF  MAJOR 
SIDE  EFFECTS  AND  FOR  WHICH  THE  PATIENT 
CAME  TO  A DOCTOR  TO  HAVE  HIM  STOP  THE 
MEDICATION  BUT  HE  WOULD  NOT 
Case  1.  Patient  was  first  seen  on  8-28-66  in  the 
psychiatric  wing  of  a general  hospital.  The  patient 
had  been  admitted  for  tension  and  depression  symp- 
toms which  had  begun  some  12  months  before.  The 
patient  stated  that  she  had  been  started  on  nore- 
thynodrel  with  mestranol  (Enovid®)  some  15 
months  prior  to  the  start  of  the  depressive  symp- 
toms. A few  months  after  the  onset  of  the  depres- 
sion she  consulted  the  physician  who  had  started 
the  contraceptive  medication  and  asked  him  if  it 
were  possible  the  pills  could  be  causing  her  to  feel 
so  badly.  He  advised  her  it  was  not  possible,  and 
she  continued  the  medication  for  another  few 
months.  She  then  discontinued  it  on  her  own. 

Case  2.  The  patient  was  seen  on  7-15-66  com- 
plaining of  bloating,  weight  gain  of  ten  pounds  in 
one  year,  also  frequent  headaches.  These  headaches 
were  occurring  as  often  as  twice  weekly,  were 
frontal  in  location,  and  were  associated  with  nausea 
and  vomit  ng.  The  patient  also  complained  of  lack 
of  energy  and  chronic  fatigue  in  the  past  six  months. 
She  had  also  observed  a lack  of  libido  in  the  past 
six  months.  The  patient  had  consulted  a physician 
elsewhere  in  February  1966  and  asked  whether  the 
headaches  and  lack  of  energy  could  be  related  to 
the  taking  of  norethindrone  with  mestranol,  2 mg., 
(Ortho-Novum®)  which  she  had  been  on  since  ap- 
proximately July  1965.  He  told  her  this  was  not 
possible,  but  she  discontinued  the  medication  and 
when  seen  two  weeks  later  had  already  experienced 
some  relief  from  her  major  symptoms. 

DISCUSSION 

It  should  be  pointel  out  that  the  author  has  not 
prescribed  these  pills  for  contraceptive  purposes 
for  some  two  years,  hence  he  is  not  often  seeing 
these  problems  in  patients  to  whom  he  has  given 


the  prescription,  but  rather  in  patients  who  have 
been  given  the  medication  by  other  doctors.  It 
would  seem  probable  that  had  he  continued  pre- 
scribing these  pills  for  contraception  during  the 
past  two  years  he  would  have  had  a much  more 
voluminous  series  of  cases  to  report. 

All  of  the  side  effect  symptoms  mentioned  in 
this  article  are  mentioned  in  contraceptive  drug 
information  pamphlets;  yet  it  is  not  considered 
unusual  that  more  physicians  have  not  warned  ur- 
gently of  these  side  actions.  It  should  be  pointed 
out  that  these  medications  have  been  in  general  use 
for  scarcely  five  years.  Yet  it  took  some  ten  years 
to  realize  some  of  the  major  drawbacks  of  long 
term  use  of  cortisone  in  rheumatoid  arthritis.  It 
probably  took  40  years  to  realize  the  problems  of 
aspirin  usage  in  people  with  recurrent  duodenal 
ulcer.  Many  physicians  today  are  still  not  well 
aware  of  the  depressive  potentialities  of  rauwolfia 
drugs  even  after  15  years  of  use  of  this  type  drug. 

Further  it  should  be  pointed  out  that  any  mor- 
bidity from  these  pills  occurring  in  a healthy  woman 
in  whom  they  have  been  prescribed  for  purely  con- 
traceptive purposes  is  a violation  of  the  medical 
maxim  “Primum  non  nocere.”  Such  purely  contra- 
ceptive application  of  the  pill  may  be  in  a teenage 
girl  about  to  be  married,  who,  instead  of  simply 
getting  happily  married,  gets  married  and  then  gets 
sick.  The  pill  may  be  applied  in  a 30  year  old 
happily  married  woman  who  simply  wants  to  be- 
come infertile  and  instead  becomes  infertile  and 
unhappy.  The  pill  may  be  given  to  a 45  year  old 
woman  who  wants  to  ‘‘stay  young  forever”  and  has 
been  granted  this  option  by  a physician  who  be- 
lives  that  the  contraceptive  pill  formula  given  in 
a cyclic  fashion  will  help  her  stay  youthful,  happy, 
confident,  regulated  and,  young  forever  and  ever. 
Hence  there  is  offered  the  risk  of  a drug’s  mor- 
bidity to  a woman  who  has  no  disease.  This  is 
considerably  different  than  offering  the  risk  of  pen- 
icillin allergy  to  a woman  who  has  pneumonia,  or 
the  risk  of  digitalis  toxicity  to  a woman  who  is  in 
cardiac  insufficiency,  or  the  risk  of  pyloroplasty  and 
vagotomy  to  a woman  who  has  recurrent  bleeding 
from  duodenal  ulcer.  Of  course  in  cases  where  the 
contraceptive  pill  formula  is  used  for  treatment  of 
a pelvic  disease  problem  then  the  morbility  of  the 
drug  can  be  rightly  weighed  against  the  morbidity 
of  the  disease. 

Actually,  I don’t  believe  the  contraceptive  pills 
are  responsible  for  all  of  the  fat,  fatigued,  fussy, 
fluid-filled,  infertile,  phallus-bearing  females  in  the 
country.  Maybe  they  are  only  causing  one  fourth 
of  these  problems.  But  this  is  too  much. 

A peculiarity  pointed  out  is  that  these  pills, 
when  properly  used,  are  essentially  100  per  cent 
perfect  insofar  as  their  efficacy  in  preventing  con- 
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ception  is  concerned.  On  the  other  hand  their 
safety  is  certainly  not  100  per  cent.  The  drugs  then 
must  be  weighed  against  the  use  of  some  other  con- 
traceptive modality  which  may  not  be  100  per  cent 
efficacious  but  which  is  100  per  cent  safe  in  terms 
of  morbidity.  It  is  rather  ironic  that  some  women 
are  not  willing  to  trade  100  per  cent  efficacy  for 
100  per  cent  safety.  It  is  unusual  in  practice  to 
have  patients  so  fiercely  in  favor  of  a pill  that  they 
will  get  get  them  from  some  other  physician  and 
take  them  in  spite  of  strong  contrary  advice  and 
even  in  the  face  of  the  woman’s  own  adverse  ex- 
perience. On  the  other  hand  the  writer  has  been 
fascinated  to  see  that  several  women  have  come 
into  his  office  recently  asking  for  advice  about  the 
stopping  the  pill  and  the  starting  of  sone  one  of 
the  other  old-fashioned  measures.  This  picture  con- 
trasts sharply  with  that  of  some  three  to  five  years 
ago  when  his  appointment  book  was  often  spotted 
with  the  names  of  women  coming  in  to  get  off  the 
old-fashioned  contraceptive  program  and  go  on  the 
pill.  Tempus  fugit. 

A minor  observation  of  the  author  has  been  that 
patients  having  migraine  while  taking  contraceptive 
medication  seem  refractory  to  the  usual  preventa- 
tive and  treatment  preparations  for  migraine. 

Another  problem  that  has  seemed  to  be  brought 
sharply  into  focus  by  the  considerations  of  this 
article  has  been  that  of  the  medical  subdivision  of 
the  American  patient.  Certainly  the  American  fe- 
male patient  is  staked  out  in  sections  in  most  med- 
ical communities;  hence  the  hand  that  writes  the 
prescription  for  the  contraceptive  medication  may 
not  be  the  hand  that  does  the  Papanicolaou  smear 
and  pelvic  examination,  nor  yet  the  hand  that  writes 
the  prescription  for  antidepressant  pills  and  anti- 
migraine drugs.  I have  observed  repeatedly  that 
women  will  get  their  contraceptive  pill  prescription 
from  one  physician  and  when  the  side  effects  occur 
consult  another  doctor  in  reference  to  the  prob- 
lem. This  second  doctor  may  not  know  what,  if 
any,  other  medicines  the  patient  is  taking  unless  he 
a-ks.  It  is  certainly  true  that  the  left  hand  does  not 
know  what  the  right  hand  does,  nor  yet  what  the 
‘‘pill”  is  doing. 

It  is  not  considered  reasonable  that  there  be  any 
mortality  or  morbidity  in  a pill  used  purely  for 
contraception  purposes.  Medical  research  has  got  to 
offer  something  better  than  this.  It  is  believed  that 
physicians  will  look  back  on  this  contraceptive  pill 
era  of  the  past  five  years  with  some  embarrassment. 

SUMMARY 

In  the  past  two  years  in  his  office  practice  as 
an  internist  the  author  has  seen  30  cases  of  major 
side  effects  in  patients  receiving  contraceptive  pills. 
These  side  effects  included  symptoms  of  depression, 
fatigue,  tension,  lack  of  libido,  and  acceleration  of 


migraine  type  headaches.  The  author  feels  that 
these  problems  are  more  common  than  believed  and 
that  physicians  should  recheck  patients  on  contra- 
ceptive type  pills  carefully  at  six  month  intervals 
using  a checklist  of  the  contraindications,  warnings, 
precautions,  side  actions,  and  dangers  as  listed  in 
any  of  the  literature  accompanying  the  medications 
themselves  or  their  promotional  advertising. 


ONE  SENTENCE  ESSAY 

Never  before  in  the  history  of  HEW  have  so 
many  people  been  studying  so  many  problems  in 
so  many  task  forces. 

. . . Jerome  F.  Brazda  in  Medical  World  News, 
Dec.  1,  1967 
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ELECTRICAL  BURNS 
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Of  Early  Excision  Or  Conservative  Therapy 
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Electrical  trauma  occurs  infrequently  and  pre- 
sents many  unique  and  complex  problems  to  the 
practitioner.  An  understanding  of  the  mechanism 
involved  is  basic  to  intelligent  care  of  patients  sur- 
viving the  initial  electrical  insult.  As  we  become 
more  and  more  surrounded  by  electricity  and  de- 
pendant upon  electrical  power,  the  frequency  of 
electrical  burns  and  injury  will  increase. 

TERMS  AND  NATURE  OF  ELECTRICAL  INJURIES 

Electric  current  of  1,000  volts  or  less  is  considered 
low  tension  current,  that  above  1,000  volts  high 
tension  current.  High  tension  wires  usually  carry 
alternating  current  of  high  voltage  and  amperage. 
Alternating  current  is  considered  approximately 
three  times  more  dangerous  than  direct  current  of 
similar  intensity.17  The  alternations  cause  tetanic 
spasms  which  make  the  victim  grip  the  electrodes 
more  firmly  and  increase  the  difficulty  of  detach- 
ment. This  augments  the  insult  which  is  proportion- 
ate to  the  duration  of  flow  of  current  through  the 
body. 

As  the  number  of  cycles  in  an  alternating  cur- 
rent is  increased,  the  danger  decreases.  Muscles 
and  nerves  are  less  sensitive  to  high  frequencies, 
making  high  frequency  diathermy  units  useful  the- 
rapsutic  agents.19  Domestic  sixty  cycle  alternating 
current  is  very  dangerous  to  the  heart  and  respira- 
tory center,  accounting  for  the  frequency  of  house- 
hold accidents.  17 

The  degree  of  tissue  damage  in  an  electric  injury 
is  proportional  to  the  intensity  of  current  which 
passes  through  the  victim,  as  stated  in  Ohm’s  Law: 

VOLTAGE  (tension  or  potential) 

AMPERAGE  = 

(intensity)  RESISTANCE 

In  most  injuries  the  votage  (tension  or  potential) 
remains  constant,  and  the  effect  of  the  electric  cur- 
rent is  dependent  upon  the  amperage  (intensity  of 
the  current),  the  type  of  current,  the  resistance  at 
the  point  of  contact,  the  path  the  current  takes 
through  the  body,  the  duration  of  the  contact,  and 


the  individual  susceptibility.31  Other  variable  fac- 
tors include  the  humidity  of  the  air  and  the  size, 
shape,  and  nature  of  the  electrodes. 

For  example,  the  resistance  offered  by  the  cal- 
loused palm  may  reach  1,000,000  ohms,  while  the 
average  normal  skin  resistance  is  about  5,000  ohms 
and  moist  skin  as  little  as  1,000  ohms.24 

The  resistance  of  various  body  tissues  to  the 
flow  of  a current  decreases  in  magnitude  in  the 
following  order:  bone,  fat,  tendon,  skin,  muscle, 
blood,  and  nerve.24  After  an  electric  current  has 
penetrated  the  skin,  it  passes  rapidly  through  the 
tissue  fluids  and  along  blood  vessels. 

The  tissue  damage  produced  in  an  electrial  in- 
jury may  be  the  result  of  any  one  or  a combination 
of  mechanisms:  (1)  an  electric  heating  element 
causing  a thermal  burn,  (2)  the  electrical  current 
passing  from  a source  into  the  body,  (3)  an  elec- 
trical arc  caused  when  high  voltage  arcs  or  sparks 
bridge  the  gap  between  the  energized  conductor 
and  the  body. 

In  electrical  burns  the  tissues  may  be  heated 
momentarily  to  temperature  levels  of  an  electric 
arc,  2,500'C.  to  3,000  C.3  The  heat  developed  is 
proportional  to  the  square  of  the  current  flow.10 
In  the  body  the  current  dissipates  along  the  paths 
of  least  resistance.  The  current  is  most  concentrated 
at  the  points  of  entrance  and  exit,  and  it  is  in  these 
areas  that  there  is  an  apparent  circumscribed  zone 
of  tissue  coagulation.31 

The  initial  superficial  burn  presents  as  a gray 
or  yellow  depressed  area  of  full  thickness  loss  of 
skin  surrounded  by  a sharp  line  of  hyperemia.  The 
lesion  is  bloodless,  cold,  and  painless.  In  high  volt- 
age injuries,  free  sparking  or  arcing  will  superimpose 
thremal  burns  on  the  electric,  with  charring  as  the 
ultimate  result.  After  36  hours  the  skin  surround- 
ing the  lesion  becomes  red  and  the  deep  tissues 
edematous.  Progressive  and  extensive  necrosis  and 
tissue  loss  may  become  evident  during  the  weeks 
following  the  injury.10  Tissue  destruction  may  oc- 
cur anywhere  along  the  route  the  current  charts 
through  the  body. 

Once  the  flow  of  current  is  established  through 
the  victim,  the  path  the  current  flows  determines 
survival.  Currents  which  pass  through  either  the 
heart  or  brain  stem  may  cause  immediate  death 
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due  to  ventricular  fibrillation  or  respiratory  failure. 
Early  central  nervous  system  injury  is  manifested 
by  unconsciousness  and  by  epileptiform  or  myoclo- 
nic convulsions.  A multitude  of  permanent  symp- 
toms from  central  nervous  system  degeneration  have 
been  reported.  2 13  In  addition  fractures  and  dislo- 
cations of  bones  occur  initially  because  of  the  se- 
were  muscular  contractions,  stimulated  by  the  elec- 
tric current.7  8 Traumatic  cataracts  are  a recognized 
sequel  to  electrical  injuries  involving  the  head.1 21 

Major  problems  unique  to  electrical  injuries  are 
such  late  complications  as  severe  hemorrhage,  pro- 
gressive ischemia,  and  gangrenous  changes  result- 
ing from  destruction  of  blood  vessels. 

The  direct  effects  on  the  myocardium  and  the 
brain  stem,  deep  destruction  of  tissue  from  the  in- 
tense heat,  and  the  frequency  of  thrombus  forma- 
tion differentiate  electrical  injuries  from  pure  ther- 
mal burns.24 

TREATMENT 

Interruption  of  the  arc  by  separation  of  the  vic- 
tim from  his  electrical  contact  is  the  first  step  in 
the  treatment  of  an  electrical  accident.29  Immediate 
institution  of  artificial  respiration  and  cardiac  mas- 
sage will  save  many  victims  of  electric  shock.  Sup- 
portive therapy  such  as  oxygen,  intravenous  fluids, 
antibiotics,  tetanus  immunization  and  local  wound 
hygiene  are  indicated  after  accurate  evaluation  of 
the  injuries. 

Although  most  authors  accept  the  principles  of 
debridement  of  nonviable  tissue,  grafting  anl  other 
reconstructive  measures,  there  are  divergent  opin- 
ions regarding  the  optimal  time  for  definitive  wound 
care.  The  majority  of  authors  believe  that  difficul- 
ty differentiating  tissue  viability  in  the  early  post- 
burn period  dictates  conservative  debridement.  Late 
tissue  necrosis  subsequent  to  degeneration  of  blood 
vessel  walls  and  thrombus  formation  is  managed  as 
it  occurs. 

Other  surgeons  feel  more  confident  in  their  abil- 
ity to  delineate  the  true  extent  of  the  burn  initially, 
and  therefore  recommend  early  excision  and  graft- 
ing. 5 16  20  25  34  This  treatment  is  most  useful  in 
burns  involving  a limited  area  and  in  patients  phys- 
ically able  to  undergo  surgery.  In  favor  of  immedi- 
ate operative  treatment  is  the  conservation  of  func- 
tion in  some  areas  of  the  body,  and  the  decrease  in 
morbidity  and  the  hospital  stay.  The  expenditure 
of  normal  tissue  for  the  purpose  of  excising  a poor- 
ly delineated  burn  must  also  be  considered. 

The  loss  of  scalp  and  cranium  requiring  re- 
placement and  coverage  resulting  from  high  voltage 
current  damage  has  been  treated  by  both  methods 
(Fig.  1).  Bone  lesions  are  frequent  despite  the  fact 
that  bone  has  the  greatest  resistance  of  all  tissues 
to  electric  current.  Bone  is  often  exposed  by  de- 
struction of  the  overlying  soft  tissues.21  It  is  im- 


Fig.  1.  Arc  burn  of  the  scalp  destroying  the  outer 
table. 


possible  to  determine  the  extent  of  the  alteration  of 
a bone  immediately  after  an  accident.  If  the  peri- 
osteum is  lost,  sequestration  occurs  over  many 
months.  In  skull  injuries  removal  of  the  outer  table 
and  coverage  of  the  bleeding  surface  with  a split 
thickness  graft  will  speed  healing.14  18 

Kragh  and  Erich  reported  six  patients  with  elec- 
trical injuries  of  the  scalp  and  cranium.17  They  rec- 
ommended conservative  management  with  eventu- 
al sequestrectomy  and  closure  of  the  cranial  defect 
by  advancement  of  rotation  scalp  flaps.  This  treat- 
ment may  supplement  primary  wound  closure  with 
split  thickness  skin  grafts.6  Cataracts  and  optic 
atrophy  as  well  as  necrosis  of  brain  tissue  and  in- 
jury to  the  central  nervous  system  complicate  elec- 
trical injuries  of  the  scalp  and  cranium.1 2 21 

Burns  of  the  mouth,  frequent  in  children,  involve 
the  corners  of  the  mouth,  the  lips,  and  tongue.  They 
have  the  quality  of  an  arc  burn  due  to  the  presence 
of  electrolyte  rich  saliva.12  15  23  33  Burns  of  the  en- 
tire thickness  of  the  lip  as  well  as  of  the  alveolor 
processes  and  tongue  are  frequent.  Loss  of  the  de- 
ciduous incisors  may  occur  (Fig.  2 and  3).  If  no 
reconstructive  efforts  are  employed,  the  contracting 
scar  causes  severe  deformities  as  the  wound  heals. 
When  the  corner  of  the  mouth  is  destroyed,  the 
upper  and  lower  lips  adhere  and  the  size  of  the 
oral  stoma  is  compromised. 

In  a series  of  forty-three  oral  burns  presented  by 
Thomson  23  per  cent  suffered  bleeding  from  the 
labial  artery.  Their  series  showed  no  significant 
difference  in  morbidity  or  cosmetic  results  in  pa- 
tients operated  upon  in  the  early  stages  as  com- 
pared to  those  in  whom  operative  procedures  were 
delayed  until  there  was  complete  healing.33 

Fleury  treated  children  with  this  type  of  burn  by 
immediate  excision  and  repair.  He  recommends 
early  excision  over  methods  which  depend  upon 
slow  secondary  healing,  because  danger  of  secon- 
(Contimied  on  next  page) 
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Fig.  2.  Severe  destruction  of  the  mouth  resulting 
from  chewing  through  an  electric  cord. 


Fig.  3.  Destruction  of  the  oral  commisure. 


dary  infection  is  low,  formation  of  scar  is  minimal, 
and  lip  growth  is  uninterrupted.12  Hyslop  and  Da- 
vies obtained  satisfactory  results  by  treating  mouth 
burns  in  children  with  primary  excision  and  graft- 
ing." 15 

Ferhaps  no  area  of  the  body  has  stimulated  as 
much  controversy  concerning  electrical  burns  as  the 
hand  (Fig.  4).  This  member  of  the  body  is  injured 
more  frequently  than  other  areas  because  of  its 


unique  functional  ability.  In  some  instances  elec- 
trical current  which  enters  the  volar  surface  of  the 
hand  causes  spasm  of  the  finger  flexors,  fixing  the 
patient  to  the  electrical  source  with  resulting  very 
severe  burns  from  prolonged  contact.27  30  Because 
of  the  complexity  and  importance  of  structures 
gathered  in  a remarkably  confined  area,  surgeons 
have  been  reluctant  to  attempt  early  excision  and 
closure  lest  the  excision  be  inadequate.9  17  18  30  Too 
often  the  physician  is  then  faced  with  excessive 
cicatrization,  contracture,  and  stiffness  of  joints 
which  result  in  limited  function  in  the  hand.  These 
less  than  satisfactory  results  have  stimulated  early 
excision  and  repair  of  some  electrical  burns  of  the 
hand.5  6 11  19  23 

Peterson  advocates  early  excision  and  immediate 
repair  of  electrical  burns  of  the  hand  25  His  views 
are  supported  by  the  experience  at  Birmingham  Ac- 
cident Hospital  where  Davies  found  that  inade- 
quate excisions  of  burned  tissue  occurred  infrequent- 
ly in  patients  attended  by  experienced  surgeons." 

In  the  trunk  area  primary'  excision  of  burned 
tissues  is  indicated  in  selected  cases.  Excision  and 
closure  is  employed  in  superficial  or  linear  burns  of 
the  back  or  upper  portion  of  extremities.  In  larger 
burns  a delay'  of  one  to  two  weeks  followed  by  com- 
plete excision  and  dressings  for  several  days  prior 
to  split  thickness  skin  grating  can  save  repeated 
procedures.  “Dressing”  the  wound  with  a split 
thickness  skin  graft  as  mentioned  by  Brown  is  one 
means  of  achieving  a closed  wound,  although  ped- 
icle flaps  may  eventually  be  necessary.6 

Intra-abdominal  lesions  have  been  reported  fol- 
lowing electrical  injuries.  These  include  necrosis 
of  the  gall  bladder,  perforation  of  hollow  viscera, 
pancreatitis,  transcient  ileus,  and  Curling's  ul- 
cers.28 32  Renal  injury  with  acute  tubular  necrosis 
and  uremia  have  contributed  to  several  fatalities 
among  victims  surviving  the  initial  electrical  in- 
sult.24 32 


(Concluded  on  Page  45) 


Fig.  4.  Arc  burn  of  the  forearm  requiring  eventual 
amputation. 
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t’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Halls  Diarrhea  Promptly 


in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  ■ Antibiotic-induced  diarrhea 


[imotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
^ts  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 
rotility  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
:omptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
rlieves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


lecautions:  Lomotil  is  a Federally  exempt 
r.rcotic  preparation  of  very  low  addictive 
[tential.  Recommended  dosages  should 
i»t  be  exceeded,  and  medication  should  be 
pt  out  of  reach  of  children.  Should  acci- 
ntal  overdosage  occur  signs  may  include 
vere  respiratory  depression,  flushing, 
thargy  or  coma,  hypotonic  reflexes,  nys- 
gmus,  pinpoint  pupils,  tachycardia; 
•ntinuous  observation  is  recommended. 
)motil  should  be  used  with  caution  in  pa- 
ints with  impaired  liver  function  or  those 
king  addicting  drugs  or  barbiturates. 

de  Effects:  Side  effects  are  relatively  un- 
immon  but  among  those  reported  are 
istrointestinal  irritation,  sedation,  dizzi- 
ess,  cutaneous  manifestations,  rest- 
:ssness,  insomnia,  numbness  of  the 
stremities,  headache,  blurring  of  vision, 
veiling  of  the  gums,  euphoria,  depression 
nd  general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are : 


Children:  Total  Daily  Dosage 

3-6  mo.  . .%  tsp.*  t.i.d.  (3  mg.)  j|  | jj 
6-12  mo.  .Vi  tsp.  q.i.d.  (4  mg.)  | | | 

1- 2  yr.  . . .Vi  tsp.  5 times  daily  (5  mg.)  | | | | | 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | | | 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: . .2  tsp.  5 times  daily  (20  mg.)  | 
or  2 tablets  q.i.d. 
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*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 
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Research  in  the 
Service  of  Medicine 


well  does  Vistaril  relieve  the  symptoms  that 
iiie  an  alcoholic  during  the  recovery  period? 
;o<ors  Knott  and  Beard  of  the  Alcoholic  Reha- 
iljhtion  Unit,  Tennessee  Psychiatric  Hospital 
nr  institute,  recently  conducted  a double-blind 
roy  comparing  Vistaril  and  another  well- 
.-iilished  antianxiety  agent  with  placebo  in  60 
unic  alcoholic  patients.1 
alinvestigators  conclude : “It  was  the  opinion 
fll  e staff  that  hydroxyzine  was  generally  more 
Htive  than  chlordiazepoxide,  for  the  follow- 
ig  easons : hydroxyzine  was  equally  if  not  more 
ifitive  in  reducing  anxiety  and  tension  and  it 

» uced  less  daytime  sedation ’n  (See  results 

•uiicceeding  pages.) 

fee  is  new  evidence  that  Vistaril  can  ease  ten- 
ip]  allay  anxiety  in  chronic,  hospitalized  alco- 
■.  * patients.  But  you  might  also  choose  Vistaril 
mvhat  it  doesn’t  do.  Although  not  evaluated  in 
ihistudy,  Vistaril  is  reported  to  be  non-euphor- 
«!,  and  its  low  toxicity  makes  it  relatively  safe. 
Aej;  of  all,  Vistaril  is  non-habituating.  To  date, 
.fijr  more  than  ten  years  of  clinical  use,  there 
arc  been  no  reports  of  dependency  in  patients 
edving  Vistaril. 

V|h  Vistaril,  it  is  as  easy  to 
tip  therapy  as  it  is  to  start. 


fYDROXYZINE 
PAMOATE) 


ASE  SEE  LAST  PAGE  FOR  PRESCRIBING  INFORMATION 


the  Study:1  Sixty  chronic  alcoholic  patients 
were  hospitalized  and  randomly  assigned  to  one 
of  three  oral  double-blind  treatment  regimens 
for  three  weeks.  Twenty  patients  received  hy- 
droxyzine (Vistaril®),  100  mg.  q.i.d.;  twenty 
others  were  given  chlordiazepoxide,  25  mg.  q.i.d. ; 
and  the  remaining  twenty  received  placebo  cap- 
sules q.i.d.  The  capsule  code  was  not  made  known 
until  after  completion  of  the  study  and  analysis 
of  the  data.  Response  was  measured  with  a modi- 
fication of  the  Brief  Psychiatric  Rating  Scale  as 
originally  outlined  by  Overall  and  Gorham.*  Sub- 
jects were  rated  daily  by  trained  staff  members. 

SYMPTOM  RATING  KEY 

l=Not  Present  4=Moderately  Severe 

2=Mild  5=Severe 

3=Moderate  6=Extremely  Severe 

The  figures  which  are  given  below  represent  the  composite 

conclusions  of  the  staff  based  on  daily  ratings  during  initial  and 
final  weeks  of  the  study. 

•Psychological  Reports  10:799,  1962 


the  results1 


DURING 
FIRST  WEEK 


DURING 
THIRD  WEEK 


Anxiety  reduced  with  Vistaril 


Composite  Rating  of  Anxiety: 

1 2 3 4 5 6 


VISTARIL 

FIRST 

WEEK 

pamoate) 

THIRD 

WEEK 

Chlor- 

FIRST 

WEEK 



diazepoxide 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

■ ■ 

OVERALL  REDUCTION  OF  ANXIETY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
50%  33%  20% 


Tension  eased  with  Vistaril 

Composite  Rating  of  Tension: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  TENSION  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
40%  34%  27% 


FIRST 

WEEK 

*•  i 
: ■ 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

In  Alcoholism... 


‘Both  hydroxyzine  and  chlordiazepoxide  were 
generally  more  effective  than  the  placebo. 

In  some  aspects,  hydroxyzine  was  superior  to 
chlordiazepoxide,  which  is  currently  the 
most  frequently  used  psychotropic  drug  in 
the  management  of  alcoholism.”1 


DURING  FIRST  WEEK 


DURING  THIRD  WEEK 


Depressive  mood  improved 
with  chlordiazepoxide 

Composite  Rating  of  Depression: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  DEPRESSIVE  MOOD  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
20%  30%  13% 

Guilt  feelings  allayed 
with  Vistaril 

Composite  Rating  of  Guilt  Feelings: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  DECREASE  IN  GUILT  FEELINGS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
34%  17%  17% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

■ 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

Emotional  withdrawal  counter 
acted  with  chlordiazepoxide 

Composite  Rating  of  Emotional  Withdrawal: 

1 2 3 4 5 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 

diazepoxide 


Placebo 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

OVERALL  IMPROVEMENT  IN  EMOTIONAL  WITHDRAWAL 

Placid1 
lc 


VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide 
21%  27% 


Somatic  concern  alleviated  tc  | 
minor  degree  in  each  group  , 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 

diazepoxide 


Placebo 


Composite  Rating  of  Somatic  Concern: 


1 2 3 4 5 


FIRST 

WEEK 

— 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

IH 

. 

— 

OVERALL  ALLEVIATION  OF  SOMATIC  CONCERN  (%) 


VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Pl.sbo 

17%  13%  lit 


Less  drowsiness  with  Vistaril 


VISTARIL 

(hydroxyzine 

pamoate) 

Chlor- 

diazepoxide 


Drowsiness 

Dizziness 

Mouth 

Dryness 

Increased 

Motor 

Activity 

Ataxia 

Nausea 

Comment 

r 

6 patients 
(mild) 

3 patients 
(mild) 

2 patients 
(moderate) 

— 

— 

— 

Side 
Effects 
Not  Treat 

L 

10  patients 
(severe 
in  6) 

4 patients 
(mild) 

— 

1 patient 
(moderately 
severe  in 
first  week 
but  gradually 
subsided) 

— 

— 

Side 
Effects 
Not  Trea 

1 

2 patients 
(mild) 

2 patients 
(mild) 

— 

— 

1 patient 
(mild) 

2 patients 
(mild) 

Side 
Effects 
Not  Trea 

Placebo 


ncrease  in  hostility  minimized 
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HYDROXYZINE 

PAMOATE) 


BRIEF  SUMMARY 

Contraindications : Hypersensitivity  to  hydroxyzine.  The  pa- 
renteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  sub- 
stantially above  the  human  therapeutic  range.  Clinical  data  in 
human  beings  are  inadequate.  Until  adequate  data  are  avail- 
able to  establish  safety  in  early  pregnancy,  hydroxyzine  is 
contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central 
nervous  system  depressants  such  as  narcotics  and  barbiturates. 
In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased, 
as  much  as  50%.  Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operating  dangerous 
machinery.  The  usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have  rarely  been  re- 
ported when  proper  technique  has  been  used.  Hydroxyzine 
parenteral  solution  for  intramuscular  use  should  be  injected 
well  within  the  body  of  a relatively  large  muscle.  In  adults, 
the  preferred  sites  are  the  upper  outer  quadrant  of  the  buttock 
(i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh.  In  children, 
preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region 
should  only  be  used  when  necessary,  as  in  burn  patients,  in 
order  to  minimize  the  possibility  of  damage  to  the  sciatic 
nerve.  The  deltoid  area  should  be  used  only  if  well  developed, 
such  as  in  certain  adults  and  older  children,  and  only  with 
caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspira- 
tion should  be  done  to  help  avoid  intravascular  injection.  On 
reported  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site,  considered  to 
be  due  to  inadvertent  intra-arterial  injection  or  possibly  peri- 
arterial extravasation.  Therefore,  particular  caution  (aspira- 
tion and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or 
extravasation.  Intravenous  administration  should  be  accom- 
plished slowly,  no  faster  than  25  mg.  per  minute,  and  not  to 
exceed  100  mg.  in  any  single  dose.  In  order  to  avoid  possible 
adverse  effects  it  is  recommended  that  hydroxyzine  parenteral 
solution  be  diluted  to  at  least  50  cc.  with  sterile  normal  saline 
and  administered  over  a period  of  four  minutes  or  more,  pref- 
erably into  the  tubing  of  a running  intravenous  infusion. 
Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity,  including 
rare  instances  of  tremor  and  convulsions,  has  been  reported, 
usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal 
amounts  of  intravascular  hemolysis  occur  at  the  site  of  injec- 
tion. Giving  the  maximum  recommended  intravenous  dose 
(100  mg.)  to  adults  results  in  immediate  transient  hemolysis 
with  the  liberation  of  a total  of  2-3  grams  of  hemoglobin, 
which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction 
from  which  approximately  8 Gm.  of  hemoglobin  are  liberated 
every  24  hours.  If  the  hydroxyzine  is  diluted  with  50  cc.  of 
normal  saline  and  given  during  a period  of  four  minutes  or 
more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  Equivalent  to  25  mg.  hydroxy- 
zine HC1  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine  HC1) 
Parenteral  Solution:  25  mg./cc.— 10  cc.  vial  and  50  mg./cc.— 
2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc. per  unit. 

More  detailed  professional  information  available  on  request. 

Reference : 1.  Knott,  D.H.  and  Beard,  J.D.:  GP  36:118,  Sep- 
tember, 1967. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,1  Arthritis?  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

division  of  Richardson  merrell  inc 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 
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ELECTRICAL  BURNS 

(Concluded  from  Page  44) 

Although  problems  with  infection  in  electrical 
burns  are  not  considered  to  be  of  great  consequence, 
several  cases  of  gas  gangrene  have  been  reported. 
Overwhelming  infections  with  other  bacteria  have 
also  been  documented  as  the  cause  of  death  in  elec- 
tric burn  victims.32 

SUMMARY 

The  estimation  of  the  depth  of  an  electrical  burn 
during  the  early  post  burn  period  is  difficult  and 
often  inaccurate.  It  is  impossible  to  complete  the 
assay  of  ‘the  damage  caused  by  electrical  injury  for 
many  weeks  following  the  accident.  Thus  treatment 
is  dependent  upon  some  of  the  late  sequelae  pe- 
culiar to  this  type  of  injury. 

The  aims  of  treatment  of  electric  burns  are:  (1) 
good  final  function,  (2)  good  cosmetic  appearance, 
and  (3)  early  return  to  a normal  productive  life. 
The  choice  of  early  excision  or  conservative  treat- 
ment must  be  predicated  upon  the  characteristics 
of  the  individual  patient,  the  severity  and  location 
of  the  electric  burn,  and  the  surgeon’s  previous  ex- 
perience. Electrical  burns  will  be  better  treated  when 
simple  diagnostic  tests  have  been  developed  to  de- 
termine accurately  the  depth  and  extent  of  the 
non-viable  tissue.4 
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ERRATUM 

In  the  article  “The  Physician  and  the 
Cigarette,”  by  Robert  H.  Browning,  M.D., 
which  appeared  in  the  Rhode  Island  Med- 
ical Journal  50:753,  November  1967,  in 
Table  1,  under  the  heading,  “Longevity,” 
the  second  line  consisting  of  the  words  “Av- 
erage reduction”  was  omitted. 


DERMAQUIZ  ANSWERS 
See  Page  13. 

Left:  Alopecia  areata.  Right:  Tinea  capitis. 
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WENCKEBACH  SINOATRIAL  HEART  BLOCK:  ANALYSIS  OF 
RELATION  BETWEEN  SINOATRIAL  BLOCK  AND  OCCURENCES 
OF  ATRIAL  FIBRILLATION  * 

Association  Of  The  Tuo  Abnormalities  Is  Rare 

SHARAD  Y.  DESHPANDE,  M.D. 


The  Author.  Sharad  Y.  Dcshpande , M.D.  of  Providence, 
R.I.  Fellow  in  Cardiology,  Department  of  Cardiology, 
Rhode  Island  Hospital,  Providence,  R.I. 

In  1964,  Greenwood  and  Finkelstein1  collected  a 
total  of  35  reported  cases  of  Wenckebach  sinotrial 
(S-A)  heart  block.  Since  then  additional  cases  of 
this  arrhythmia  have  been  published  by  Schamroth 
and  Dove.2  In  this  paper  a case  of  this  conduction 
disturbance  with  some  unusual  features  will  be  pre- 
sented. 

CASE  REPORT 

A 76-year-old  man  was  admitted  to  the  hospital 
on  7 21  67  because  of  pulmonary  edema  secondary 
to  coronary  artery  disease.  His  condition  improved 
with  digitalization  and  diuretics.  An  electrocardio- 
gram in  1963  showed  regular  sinus  rhythm  with  a 
P-R  interval  of  0.24  seconds.  The  electrocardio- 
grams obtained  during  the  present  hospital  admis- 
sion until  7/25/67  showed  atrial  fibrillation.  Part 
of  a tracing  recorded  on  7/25/67  is  reproduced  in 
Fig.  1.  His  further  recordings  showed  persistent 
atrial  fibrillation  (Fig.  2). 

DISCUSSION 

Our  patient  had  S-A  block  and  atrial  fibrillation. 
There  are  only  a few  reported  cases  in  which  atrial 
arrhythmias  were  seen  together  with  S-A  block. 
Heimann,1  Riebold.3  and  Levine3  presented,  respec- 
tively, 1.  1 and  2 cases  with  atrial  fibrillation  and 
S-A  block.  Patients  with  S-A  block  and  atrial  flut- 
ter have  been  recorded  by  Kauppinen/Jervell,1  and 
Botti.1  Botti  and  Visioli4  presented  twro  cases  of 
S-A  block  with  atrial  tachycardia.  James  and  asso- 
ciates5,6 consider  that  the  disturbance  of  S-A  con- 
duction is  probably  a precipitating  factor  in  the  de- 
velopment of  atrial  fibrillation  and  other  atrial 
arrhythmias.  However,  the  total  number  of  proved 
clinical  instances  appears  to  be  so  small  that  a con- 
clusion regarding  the  relations  betwreen  S-A  block 
and  occurrence  of  atrial  fibrillation  cannot  be  drawn 
at  present  with  certainty. 

The  appearance  of  S-A  block  in  a patient  who 
is  receiving  digitalis  perhaps  suggests  digitalis  tox- 
icity.7 In  our  patient  digitalis  may  have  been  a 

♦From  the  Heart  Station,  Rhode  Island  Hospital, 
Providence,  with  the  support  of  a grant  by  the 
Rhode  Island  Heart  Association. 


factor  in  producing  S-A  block.  However,  he  did  not 
develop  any  features  or  other  arrhythmias  sugges- 
tive of  digitalis  excess  and  improved  with  the  con- 
tinuation of  the  drug. 

Atropine  and  exercise  usually  decrease  the  degree 
of  S-A  block  with  a corresponding  increase  in  atrial 
rate.  It  is  of  interest  that  atropine  in  a patient  of 
Zarday’s3  and  exercise  in  Levine's3  case  increased 


Fig.  1:  Showing  leads  I,  II,  III  and  AVL.  All  inter- 
vals are  in  hundredth  of  a second.  Lead  I shows  reg- 
ular sinus  rhythm.  In  leads  II  and  III,  the  length  of 
the  sinus  cycle  is  calculated  as  suggested  by  Katz  and 
Pick.'1  A 3:2  Wenckenbach  S-A  block  is  seen  in  leads 

II  and  III,  whereas  in  AVL  probably  2:1  Mobitz  type 
S-A  block  is  present.  On  the  basis  of  lead  I it  becomes 
obvious  that  we  are  dealing  with  S-A  block  and  not 
with  so-called  sinus  premature  beats.  In  leads  II  and 

III  S(sinus),  S-A  (sinoatrial  conduction  with  incre- 
ments) and  A (atrial  activation  i.e.  P wave)  levels  are 
shown. 
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Fig.  2:  Shows  bipolar  and  unipolar  limb  leads.  The 
rhythm  is  atrial  fibrillation  with  irregular  ventricular 
response.  QRS  complexes  are  widened  with  inversion 
of  T waves  in  leads  I and  AVL  consistent  with  left 
intraventricular  type  of  conduction  abnormality. 


the  S-A  block  with  a further  slowing  of  the  atrial 
rate.  In  our  patient,  since  the  S-A  block  was  tran- 
sient, such  procedures  could  not  be  performed. 


SUMMARY 

A case  showing  Wenckebach  sinoatrial  block  and 
atrial  fibrillation  is  presented.  The  relation  between 
sinoatrial  block  and  occurrence  of  atrial  fibrillation 
has  been  discussed,  and  the  pertinent  literature  re- 
viewed. 
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Geriatric  protective  * economical 


GUMMS  ELIMINATES  NEED  FOR 
PRESCRIPTION  THERAPY 

Webster  Drug  Products,  Inc. 

139  Webster  Ave.,  Providence,  R.  I.  02909 


“GOODNESS, 


what  must  you  think  of  me, 
dropping  my  purse  so  clum- 
sily in  the  street!”  ex- 
claime  the  flushed  young 
girl.  The  handsome  strang- 
er gallantly  placed  it  in 
her  hand.  “I  think,”  he 
suggested,  “we  should  re- 
fresh ourselves  with  a 
sparkling  glass  of  War- 
wick Club  Pale  Dry  Ginger 
Ale,  available  in  the  full 
32  - ounce  quart  bottle.” 
“What  a pleasant  thought,” 
she  murmured  happily,  “it 
sings  in  the  glass  . . .” 
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REPORT  OF  THE  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

21st  Clinical  Convention , Houston,  Texas,  November  26-29. 

EDMUND  T.  HACKMAN,  M.D.,  Delegate  from  Rhode  Island 


The  Houston  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association  dealt  with 
ninety-six  items  of  business  during  its  two  day 
session,  including  seventeen  reports  from  the  Board 
of  Trustees,  twenty  reports  from  the  four  Stand- 
ing Committees  of  the  House,  and  one  special  re- 
port each  from  the  AMA-ERF  and  the  Commis- 
sion to  Coordinate  the  Relationships  of  Medicine 
with  Allied  Health  Professions  and  Services.  In 
addition  there  were  fifty-seven  resolutions  from 
state  medical  associations  or  individual  physicians 
considered. 

A brief  summary  of  some  of  the  major  actions 
taken  is  submitted  as  follows: 

MEDICARE  AND  MEDICAID 

In  regard  to  medicare,  the  House  reaffirmed  its 
support  for  direct  billing  under  the  federal  pro- 
gram and  adopted  a resolution  regarding  the  col- 
lection and  public  dissemination  of  figures  on  the 
administrative  costs  of  medicare. 

The  House  resolved  that  the  AMA  continue  its 
efforts  to  provide  for  the  implementation  of  Title 
19  in  a manner  which  recognizes  “the  physician's 
right  to  bill  directly  all  patients,  including  Title 
1 9 patients,  and  allows  the  physician  or  his  patient 
to  be  reimbursed  his  usual,  customary  and  reason- 
able fee  for  his  professional  services;”  and  that 
the  Association  actively  seek  changes  in  the  law 
that  will  secure  “equal  and  simultaneous  applica- 
tion to  all  jurisdictions.” 

HEALTH  CARE 

The  House  adopted  a number  of  reports  and 
resolutions  relating  to  health  care  from  the  stand- 
point of  the  community  and  the  individual  patient. 

One  emphasizes  that  standards  of  medical  care 
are  set  at  the  local  level  and  calls  attention  to 
disturbing  trends  pointing  to  the  possible  estab- 
lishment of  medical  care  standards  on  a national 
basis. 

Another  commits  the  AMA  to  leadership  in  in- 
forming the  public,  the  profession  and  other  ele- 
ments of  the  health  care  field  as  to  practical  means 
of  moderating  health  care  costs,  the  value  of  volun- 
tary health  insurance,  expanding  the  medical  man- 
power supply  and  improving  the  health  care  of 
the  American  people. 

With  respect  to  comprehensive  planning  of  health 
facilities  and  services,  the  House  urged  state  and 


local  medical  societies  to  emphasize  a variety  of 
activities  to  be  undertaken  in  the  area  of  over-all 
planning  for  governmental  and  private  programs 
of  health  care,  including  “Continued  effort  by  the 
medical  profession  to  improve  federal  legislation 
in  this  area  and  to  emphasize  the  importance  of 
local  control.” 

The  House  reaffirmed  that  the  procurement, 
processing,  distribution  or  use  of  human  blood 
and  other  human  tissue  is  a medical  service  and  is 
not  the  selling  of  a commodity.  The  Board  of 
Trustees  and  the  state  associations  were  urged  to 
support  legislative  action  at  federal  and  state  levels 
to  implement  this  concept. 

The  use  of  monitoring,  defibrillation  and  resusci- 
tative  equipment  by  registered  nurses  in  cases  of 
cardiac  emergencies  was  supported,  with  provisions 
regarding  the  nurse’s  training  and  the  procedures 
established  by  the  hospital  medical  staff. 

.Alcoholism  was  identified  as  a complex  disease 
and  the  House  recognized  that  the  medical  com- 
ponents of  this  entity  are  medicine’s  responsibility. 

BLUE  SHIELD  BYLAW  WOULD  BE  RESCINDED 

Delegates  were  overwhelming  in  their  opposal 
of  an  action  taken  by  the  National  Association  of 
Blue  Shield  Plans  last  April  whereby  its  bylaws 
were  amended  to  provide  that  if  a majority  of  phy- 
sicians in  a specific  county  or  state  had  partici- 
pating agreements  with  Blue  Shield  then  approval 
of  the  Plan  by  the  county  or  the  state  medical 
society  would  not  be  necessary.  The  April  action 
of  Blue  Shield  was  not  widely  known  by  state 
medical  organizations  until  the  matter  was  brought 
to  the  AMA  House  of  Delegates  as  a resolution 
from  the  North  Central  Conference  of  state  asso- 
ciations requesting  that  the  bylaw  revision  be  re- 
scinded. 

The  AMA  House  of  Delegates  unanimously  voted 
that  the  Blue  Shield  action  should  be  rescinded, 
and  they  also  proposed  the  creation  of  a committee 
made  up  of  AMA  and  Blue  Shield  Plans  repre- 
sentatives to  be  charged  with  resolving  disagree- 
ments between  the  two  groups. 

AMA-ERF  INSTITUTE  FOR  BIOMEDICAL  RESEARCH 

In  a special  report  on  the  AMA  Education  and 
Research  Foundation,  Charles  L.  Hudson,  M.D., 
Immediate  Past  President  of  the  AMA  and  Presi- 
(Contiinied  on  Page  53) 
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Your  name 
on  the  dotted  line 
can  mean  so  much 
to  your  patients 


And  to  you 


The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 


Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 

Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


Editorials 


PHYSICIANS’  FEES  AND  HOSPITAL  CHARGES 


Not  infrequently  the  news  media  bury  in  an  ob- 
scure corner  or  ignore  entirely  significant  facts  or 
observations  favorable  to  the  image  of  physicians. 
Certain  unbiased  testimony  before  a Senate  sub- 
committee regarding  physicians’  fees  falls  in  this 
category.  Testifying  on  June  22,  1967  before  the 
Subcommittee  on  Health  of  the  Elderly  of  the 
Special  Committee  on  Aging  of  the  United  States 
Senate,  Doctor  George  A.  Silver,  Deputy  Assistant 
Secretary  for  Health  anl  Scientific  Affairs,  made 
the  following  observations: 

‘‘The  available  evidence  suggests  that  medicare 
has  not  had  a significant  effect  upon  the  recent  ac- 
celeration of  the  increase  in  physicians’  fees.  Al- 
though medicare  will  increase  the  use  of  physician 
services  by  the  elderly,  the  impact  of  medicare 
upon  the  total  demand  for  physician  services  is 
likely  to  be  on  the  order  of  2 per  cent. 

“In  the  past  physicians’  fees  have  tended  to 
increase  faster  when  other  prices  in  the  economy 
were  increasing  rapidly  as  they  did  in  1966.  If  the 
anticipation  of  medicare  was  a factor  underlying 
fee  increases,  it  would  be  expected  that  the  fees 
charged  the  elderly  would  move  up  faster  than  fees 
charged  younger  patients  in  the  period  before 
July  1,  1966. 

“A  special  analysis  by  the  Social  Security  Ad- 
ministration showed,  however,  that  the  price  in- 
dexes for  child  and  adult  care  moved  up  more 
rapidly  during  the  6-month  period  before  medicare 
went  into  effect  than  the  five  special  indexes  of 


surgical  and  medical  procedures  particularly  appli- 
cable to  aging  persons.” 

In  regard  to  hospital  costs  the  public,  misled  by 
biased  writers,  politicians,  and  labor  leaders,  often 
holds  physicians  responsible  for  the  vast  increase 
in  these  costs  as  well.  Doctor  Silver  in  this  matter 
also  presents  a balanced  and  objective  view.  Re- 
garding rising  hospital  costs  he  stated: 

“In  the  absence  of  medicare  the  1966  accelera- 
tion in  hospital  costs  would  not  have  been  surpris- 
ing. Rising  prices  in  tight  labor  markets  were  bound 
to  exert  pressure  on  these  costs. 

“Further  collective  action  on  the  part  of  nurses 
became  more  predominant  in  1966.  Several  nurses’ 
strikes  took  place  in  major  cities  throughout  the 
country.  Thus  hospital  payroll  per  employee  went 
up  9 per  cent  in  1966  in  contrast  to  an  average  of 
4.7  per  cent  per  year  between  1960  and  1965. 

“The  influence  of  medicare  on  hospital  charges 
probably  came  primarily  through  the  impetus  it 
provided  hospitals  to  reexamine  their  cost  and 
charges.  It  is  likely  that  many  hospitals  decided  to 
increase  their  charges  sooner  than  they  otherwise 
would  have  in  the  absence  of  medicare. 

“After  an  initial  upsurge  in  hospital  admissions 
in  July  and  August  of  1966  the  number  of  hospital 
admissions  for  the  balance  of  1966  was  not  signifi- 
cantly different  from  the  comparable  months  of 
1965.” 

It  is  refreshing  to  have  these  frank  and  balanced 
appraisals  from  a well-informed  government  of- 
ficial. 


WE  GREET  YOU  IN  NEW  DRESS 


In  our  continuing  effort  to  improve  the  Journal 
we  have  for  some  time  addressed  ourselves  to  the 
problem  of  modernizing  its  front  cover.  The  Pub- 
lications Committee  approved  the  new  format  in 
time  for  a change-over  on  the  New  Year.  It  is  the 
work  of  George  Patton,  Jr.,  industrial  designer  on 
the  faculty  of  the  Rhode  Island  School  of  Design. 
We  hope  that  you  like  it. 

For  more  than  a decade  we  have  shared  our 
front  cover  in  a mutually  advantageous  and  cordial 


symbiosis  with  Eli  Lilly  and  Company.  We  appre- 
ciate their  ready  willingness  to  yield  this  space  and 
wish  to  thank  them  for  the  long  and  happy  asso- 
ciation. We  certainly  trust  that  we  shall  have  them 
continue  to  visit  with  us  on  other  pages  in  our 
Journal  as  they  have  consistently  done  in  the  past. 

This  past  year  has  been  a hard  one  both  on  the 
domestic  and  international  fronts.  It  is  our  fervent 
wish  that  our  new  and  handsome  cover  is  but  a 
small  token  of  better  things  to  come. 
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THE  POLL  OF  PHYSICIANS  AND  THE  PILL 


Oral  contraception  has  been  headlined  and  fea- 
tured by  numerous  newspapers  and  lay  magazines 
in  the  past  three  years.  Our  medication-minded  so- 
ciety has  hungrily  devoured  a journalistic  diet  of 
pill  commentary  that  has  varied  from  ‘‘blood  curd- 
ling” insinuations  to  quoted  utterances  of  cautious 
reassurance.  The  public’s  opinion  of  ‘ the  pill'  has 
thus  been  manipulated  between  fear  and  tempered 
confidence  with  the  uninhibited  fervor  of  a school- 
boy’s yo-yo. 

It  is  enlightening,  therefore,  to  review  the  results 
of  a poll  of  physicians  regarding  “the  pill.”  This 
was  conducted  by  a committee  of  the  American 
College  of  Obstetricians  and  Gynecologists  and  was 
financed  by  McCall's  Magazine.  This  poll  reflects 
the  thinking  of  physicians  who  prescribe  “the  pill' 
and  describes  the  manner  in  which  they  use  them. 

This  poll  is  not  a controlled  statistical  study  and 
leaves  many  questions  unanswered.  It  provides  a 
consensus,  however,  of  the  considered  opinions  and 
clinical  impressions  of  those  physicians  who  are  in 
the  front  line  of  the  pill  controversy. 

Amazingly,  83  per  cent  of  the  8,093  physicians 
polled  responded  to  the  questionnaire.  Eighty-seven 
per  cent  of  the  responding  physicians  designate 
oral  contraceptives  as  their  first  choice  for  family 
planning.  Ninety-two  per  cent  use  the  pills  for  both 
contraceptive  and  non-contraceptive  purposes. 

Four  per  cent  of  the  responding  physicians  do 
not  prescribe  oral  contraceptives  primarily  for  re- 
ligious reasons,  while  only  1.1  per  cent  avoid  them 
primarily  because  of  concern  regarding  their  safety. 

Most  physicians  indicated  that  the  presence  of 
breast  cancer,  phlebitis,  and  liver  disease  would  in 
their  opinion  contraindicate  the  use  of  oral  con- 
traception. Less  frequently  mentioned  medical  con- 


traindications included  extragenital  cancer,  diabetes, 
and  cardiovascular-renal  disease. 

A uniform  rate  of  pill  discontinuance  initiated 
either  by  the  physician  or  the  patient,  as  revealed 
by  the  poll,  is  apparently  not  greater  than  50  per 
cent  and  probably  nearer  to  30  per  cent.  The  rea- 
sons for  discontinuance  vary  from  pregnancy-like 
symptoms  or  bleeding  to  emotional  factors  such  as 
fear  of  or  husband  opposition  to  the  pill. 

Ninety-nine  per  cent  of  the  responding  physi- 
cians reexamine  their  patients  at  least  yearly.  The 
effectiveness  of  the  pill  in  preventing  pregnancy 
was  confirmed  by  the  poll,  although  the  impression 
was  conveyed  that  responding  physicians  found  the 
sequential  type  of  oral  contraceptives  to  be  asso- 
ciated with  a slightly  higher  pregnancy  risk  than 
the  single  pill  method.  In  general  the  poll  reflected 
less  physician  concern  regarding  the  pills  as  a 
causal  factor  in  the  production  of  serious  medical 
disease  than  as  a possible  aggravating  factor  in 
disease  entities  already  present. 

This  timely  poll  indicates  significant  physician 
confidence  in  the  pill  and  delineates  those  specific 
areas  where  concerned  is  warranted.  As  a reasoned 
response  to  the  sometimes  irresponsible  commer- 
cially oriented  media  which  seek  to  attract  readers 
and  do  not  have  the  responsibility  for  prescribing 
the  pill,  it  is  heartening  to  the  medical  profession 
and  to  the  public  alike.  Most  important  it  reveals 
that  physicians  are  exercising  responsible  social  and 
medical  judgment  in  evaluating  the  individual  pa- 
tient where  oral  contraception  is  contemplated. 

Editor's  Note  : For  another  view  of  the  contracep- 
tive pill  problem  see  paper  published  elsewhere  in 
this  issue. 


THE  ISSUE  OF  MARATHON  HOUSE 


When  it  comes  to  health,  doctors  are  of  the  same 
religion  — a bit  cautious  about  new  and  unproven 
methods  of  treatment.  Thus,  when  it  was  an- 
nounced recently  that  Marathon  House,  established 
in  Rhode  Island  as  an  outgrowth  of  Daytop  and 
Synanon,  would  be  the  recipient  of  public  funds, 
the  Mental  Health  Committee  of  the  Rhode  Island 
Medical  Society  felt  obligated  to  release  the  fol- 
lowing statement  on  November  20: 

“The  Mental  Health  Committee  of  the  Rhode 
Island  Medical  Society  is  deeply  concerned  with 
public  announcements  that  have  been  made 
about  the  value  of  the  so-called  Marathon  House 
program  to  rehabilitate  persons  suffering  from 
drug  addiction. 


“The  Committee's  concern  is  heightened  by 
the  fact  that  neither  the  State  Medical  Society, 
nor  its  Committee  on  Mental  Health,  which  has 
always  worked  closely  with  public  and  private 
agencies  in  the  field  of  mental  health,  have  been 
consulted  regarding  the  introduction  of  a pro- 
gram which  does  not  appear  to  have  proper  med- 
ical and  psychiatric  supervision. 

“The  Committee  feels  that  the  treatment  of 
drug  addicts  in  the  manner  reported  by  the  Ma- 
rathon House  operators  is  not  adequately  sup- 
ported by  clinical  research,  and  to  this  date 
there  is  no  proof  that  any  efforts  in  this  direc- 
tion by  such  programs  have  been  scientifically 
authenticated.” 


EDITORIALS 


Unfortunately  this  expression  of  concern  was  in- 
terpreted by  some  to  mean  that  the  Medical  So- 
ciety was  taking  a narrow  partisan  and  selfish  view; 
that  we  were  turning  our  backs  on  a successful 
method  of  treatment  of  drug  addiction  because  it 
had  not  been  originated  by  or  was  not  under  the 
strict  control  of  physicians.  This  is  a familiar  ca- 
nard, which,  of  course,  is  contrary  to  both  historical 
fact  and  the  generous  traditions  of  medicine.  Need 
we  enumerate  the  contributions  of  such  distin- 
guished persons  as  Pasteur,  Ehrlich,  Nightingale, 
Enders,  and  Pauling,  to  name  but  a few  of  many 
non-physicians  whose  achievements  have  enriched 
medical  practice?  Our  profession  repeatedly  has 
turned  to  the  fields  of  engineering,  biology,  anthro- 
pology, psychology  and  sociology  for  help. 
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The  issue  here  is  Marathon  House  itself  and  its 
treatment  program,  a program  modeled  after  Syna- 
non  and  Daytop  — the  former  in  existence  ap- 
proximately 8 years,  the  latter  about  2 years  - 
neither  of  which  has  furnished  unchallenged  docu- 
mentation of  its  successes.  This,  of  course,  does  not 
mean  that  there  is  no  value  in  what  they  are  doing, 
but  it  does  mean  that,  so  far,  there  is  not  enough 
validated  information  available  to  justify  endorse- 
ment by  this  Society.  We  would  most  surely  en- 
dorse a pilot  study  that  would  enable  scientists  in 
any  of  the  behavioral  disciplines  to  give  the  an- 
swers that  everyone  seeks.  Scientifically  controlled 
studies  and  adequate  and  objective  follow-up  are 
the  crying  need  in  this  controversy. 


HOSPITAL  TRUSTEE  AUTOCRACY 


Recently  the  American  Medical  Association  and 
the  American  College  of  Surgeons  have  urged  phy- 
sician representation  on  hospital  boards  of  trustees. 
At  least  two  hospitals  in  the  Rhode  Island  metro- 
politan area  have  moved  sharply  in  the  opposite 
direction. 

Democratic  procedures  in  the  staff  organizations 
of  these  hospitals  have  been  emasculated  and  re- 
placed by  an  autocratic  oligarchy  appointed  by  and 
under  the  complete  control  of  the  trustees.  The  staff 
organization  has  been  retained  but  will  have  only 
minimal  functions  and  duties.  It  is  essentially  a 
powerless  showpiece. 

This  development  in  Rhode  Island  is  unfortunate. 
It  apparently  is  in  some  way  related  to  recent  uni- 
versity affiliation;  but  there  is  no  reason  to  suspect 
that  this  has  been  a prerequisite  for  affiliation.  It 
is  more  likely  a result  of  insistence  by  candidates 
for  professional  positions  in  these  hospitals,  indi- 
viduals who  are  unacquainted  with  the  good  rela- 
tions between  staffs  and  trustees  which  have  pre- 
vailed and  been  traditional  in  this  area. 


These  staffs  have  over  the  years  built  up  the 
hospitals;  provided  a patient  population;  adminis- 
tered a high  quality  of  patient  care;  taught  interns, 
residents,  and  nurses;  conscientiously  policed  med- 
ical practice  through  records,  tissue,  medical  care, 
and  utilization  committees;  and  made  generous  and 
substantial  financial  contributions.  They  have  gen- 
erally been  well  in  advance  of  the  trustees  in  un- 
derstanding the  need  for  good  educational  pro- 
grams. They  have  been  enthusiastic  for  and  have 
promoted  university  affiliation,  understanding  the 
implications  and  ready  to  accept  the  impact  of  the 
changes  which  this  would  bring. 

To  exclude  these  experienced  and  seasoned  prac- 
titioners summarily  and  precipitously  from  hospital 
councils  is  not  only  unnecessary,  it  is  extremely  un- 
wise. The  need  for  firm  trustee  support  of  the  new 
programs  is  not  in  question.  If,  however,  profes- 
sional appointees  are  unable  to  rally  the  support 
and  cooperation  of  the  existing  working  staffs  by 
effective  and  intelligent  leadership,  they  do  not 
deserve  the  confidence  either  of  the  trustees  or  of 
the  community. 


THE  ROLES  OF  BLUE  CROSS  AND  BLUE  SHIELD 


Speaking  before  the  recent  National  Conference 
on  Private  Health  Insurance  in  Washington,  Wal- 
ter J.  McNerney,  President  of  the  National  Blue 
Cross  Association,  stated:  “Health  prepayment  and 
insurance  have  too  long  focused  on  the  hospital.” 
He  added  that  this  policy  “invites  excessive  use 
of  this  type  of  expensive  care.”  Speaking  before 
the  same  group,  Wilbur  Cohen,  Undersecretary  of 
HEW,  warned  that,  if  the  gaps  in  coverage  are  not 
filled  by  the  private  insurance  industry,  the  Fed- 
eral Government  will  be  obliged  to  meet  the  need. 

Cohen  spoke  further  of  prepayment  for  diagnosis, 
therapeutic  (presumably  ambulatory)  care,  and 
prevention  of  illness.  His  list  also  included  out- 


patient clinics,  extended  care  facilities  (including 
nursing  homes,),  home  health  services,  and  drugs. 
“The  use  of  less  expensive  alternatives  to  acute 
short-term  care,”  he  concluded,  “can  result  in 
greater  mileage  from  the  insured’s  dollar.”  We  thus 
have  the  dual  goals  of  broader  coverage  and  greater 
economy. 

If  the  Blue  Plans  are  to  remain  competitive  and 
viable  in  the  face  of  public  demands  for  more  com- 
prehensive coverage,  they  must  forget  their  tradi- 
tional respective  roles  of  paying  hospital  bills  and 
doctors’  charges  for  inpatient  care  and  seek  ways 
of  providing  prepayment  for  expanded  health 
services.  (Continued  on  next  page) 
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The  local  Blue  Plans  (Rhode  Island  Blue  Cross 
and  Rhode  Island  Medical  Society  Physicians  Serv- 
ice) have  had  increasing  experience  with  compre- 
hensive joint  coverage.  These  include  Major  Med- 
ical coverage,  supplementary  plans  for  diagnostic 
services,  the  Kent  County  Hospital  Home  Care 
Program,  and  the  servicing  of  Federal  Medicare 
Parts  A and  B.  Much  of  this  has  been  accomplished 
through  joint  operating  agreements  between  the 
two  Plans. 

THE  ELECTRIC 

The  need  for  a vehicle  which  would  pollute  the 
air  less  than  the  conventional  filthy  gasoline  va- 
riety has  stimulated  a renewed  interest  in  the  elec- 
tric auto,  whose  quaint  ancestors  evoke  nostalgic 
memories.  Some  recent  developments  are  of  interest. 

A Gallup  Poll  published  early  in  1967  revealed 
that  36  million  Americans  would  be  interested  in 
owning  an  electric  car.  One  third  of  these,  appar- 
ently replying  to  a leading  question,  indicated  that 
they  would  settle  for  a car  with  a top  speed  of  40 
miles  per  hour,  capable  of  traveling  150  miles  be- 
tween recharges,  and  selling  for  $2,000.  In  many 
cases  this  would  represent  the  family’s  second  or 
third  car.  The  Federal  Power  Commission  has  es- 
timated that  the  annual  sales  of  new  short-range 
electric  passenger  cars  could  reach  2 million  by 
1980  and  3 to  4 million  by  1985.  These  cars  w’ould 
have  a healthy  appetite  for  electric  energy.  The 
average  annual  power  requirement  for  an  electric 
vehicle  could  equal  two  thirds  of  the  current  av- 
erage electric  power  consumption  of  residential 
consumers.  This  could  amount  to  56  billion  kilo- 
watt-hours by  1985. 

The  electric  power  industry  has  not  been  un- 
aware of  the  significance  of  these  statistics.  The 
Arizona  Public  Service  Company,  a large  public 
utility  in  the  Southwest,  recently  announced  the 
purchase  of  an  electric  automobile  for  research  and 
development  purposes.  This  electric  car.  called  the 
Mars  II.  is  a five-passenger  Renault  compact  pow- 
ered by  20  six-volt  batteries  carried  under  the 
hood  and  in  the  trunk.  It  has  a driving  range  of 
70  to  120  miles,  a top  speed  of  68  miles  per  hour, 
and  a cruising  speed  between  45  and  55  miles  per 
hour.  Between  September  20  and  October  6 it  made 
a successful  cross-country  trip  from  Detroit  to 
Phoenix,  Arizona,  logging  2,226  miles.  It  consumed 
1,074  kilowatt-hours  of  electricity  at  a total  esti- 
mated cost  of  27  dollars,  or  about  1.2  cents  per 
mile.  The  run  required  22  quick  recharging  stops 
along  the  route  and,  in  addition,  several  overnight 
recharging  periods.  While  this  performance  hardly 
represents  a high  degree  of  convenience,  it  was 
certainly  a breakthrough  of  sorts.  The  car  carried 
additionally  a conventional  12-volt  batten,?  to  op- 
erate windshield  wipers,  headlights,  horn,  radio, 
and  control  panel. 


The  strong  words  of  Mr.  McNerney  somewhat 
conceal  the  fact  that  the  greater  resistance  to  joint 
operations  has  come  nationally  from  the  Blue  Cross 
Plans,  which  have  been  so  profoundly  concerned 
with  the  deepening  crisis  in  hospital  fiscal  affairs. 
We  believe  that  this  warning  from  the  President  of 
Blue  Cross  indicates  a thawing  in  the  attitude  of 
his  organization.  We  feel  sure  that  the  Blue  Shield 
Plans  are  ready  to  cooperate.  Certainly  this  is  the 
case  in  Rhode  Island. 

AUTOMOBILE 

A recent  development  in  Rhode  Island  is  re- 
lated to  the  emergence  of  the  electric  auto.  Leesona 
Corp.  of  Rhode  Island  announced  in  October  a li- 
censing agreement  with  Crompton  Parkinson  Ltd. 
of  London,  one  of  Britain’s  largest  producers  of 
lead-acid  batteries,  for  development  of  Leesona’s 
zinc-air  battery  for  electrically  powered  automo- 
biles and  materials  handling  equipment.  Crompton 
Parkinson  is  joint  owner  of  Austin  Crompton  Park- 
inson Electric  Vehicles  Ltd.,  the  world’s  largest 
manufacturer  of  industrial  electric  vehicles.  The 
British  and  American  companies  will  cooperate  in 
the  development  of  rechargeable  batteries  for  elec- 
tric vehicles. 

Zinc-air  batteries  are  expected  to  provide  sub- 
stantially longer  continuous  operation  as  a power 
source  for  lift  trucks  than  the  presently  used  lead- 
acid  batteries  — two  to  three  eight-hour  shifts  as 
compared  to  the  present  one  shift.  The  zinc-air 
battery  is  an  outgrowth  of  Leesona's  develop- 
mental research  on  the  hydrogen-oxygen  fuel  cell. 
The  system  involves  a special  air-breathing  cathode 
to  replace  the  conventional  high  cost  and  heavy  in 
weight  silver  oxide  and  cadmium  oxide  cathodes. 
Zinc-air  batteries  produce  more  energy  and  power 
per  unit  of  weight  and  provide  lower  material  costs 
and  superior  performance.  These  features  appear  to 
be  important  advantages  for  passenger  cars  as  well 
as  for  light  delivery  vehicles  and  industrial  ma- 
terials moving  equipment.  Leesona  envisions  even- 
tual capability  for  both  urban  and  long  distance 
driving  through  a combination  of  electrical  and 
mechanical  recharging  — the  latter  accomplished 
by  simply  removing  the  discharged  anode  and  re- 
placing it  with  a fresh  one  procured  at  a service 
station. 

Electric  vehicles  compared  to  gasoline  powered 
units  should  in  general  have  lower  operating  costs, 
lower  maintenance  costs  (fewer  moving  parts), 
quieter  operation,  easier  operation  (starting,  driv- 
ing, and  parking),  added  safety,  new  design  op- 
portunities, and  the  conservation  of  petroleum. 
Most  important,  from  our  point  of  view,  is  their 
freedom  from  exhaust,  a major  source  of  air  pol- 
lution. 

The  developments  reported  here  appear  to  bring 
us  a few  steps  closer  to  these  desirable  goals. 
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Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming!, 

Phenacetin  gr.  V/i,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 

■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 

Compound  with  Codeine  remains  unchallenged. 


JZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.Tuckahoe,  N.Y. 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 


of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
-JiLLly-QlsmaH  bowel  lesions 


foration)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 


mia,  altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 


may  potentiate  hypotension 
cause  of  the  possibility  of  pj*l 
sion  of  renal  damage,  periofi  t 
determination  of  the  BUN  isBl-J 
cated.  Discontinue  if  the  Bl 
or  liver  dysfunction  is  aggrtB^ 
Hepatic  coma  may  be  preci  a ! 
Electrolyte  imbalance,  sodijjpht 
or  potassium  depletion  may»*4 
If  potassium  depletion  shot  c 
cur  during  therapy,  HygrotcPO 
be  discontinued  and  potassB 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygrotorr  Geigy 

chlorthalidone 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed 
Hygroton  - to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  below. 


i it  does  not  have  marked  oli- 

i. 

> special  care  in  cirrhosis  or 
r e ischemic  heart  disease  and 
ients  receiving  corticoste- 
C ACTH,  or  digitalis.  Salt  re- 
Mon  is  not  recommended. 

0 se  Reactions:  Nausea,  gastric 
ri  ion,  vomiting,  anorexia,  con- 
i' lion  and  cramping,  dizziness, 

'<  ness,  restlessness,  hypergly- 
e a,  hyperuricemia,  headache, 


tension,  aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
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breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 


lY-5576 


100  mg. 
Hygroton 

chlorthalidone 

and  new 
50  mg. 
Hygroton 


For  the 

Dorothy  Larsons 
in  your  practice, 
you  can  prescribe 
Hygroton 
either  way. 

Hygroton  50  mg.  offers  convenience 
for  your  patients  who  are  halving  the 
100  mg.  tablets  or  taking  one  every 
other  day. 


Geigy 

Please  see 
preceding  pages  for 
prescribing  summary. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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AMA  DELEGATE  REPORT 

(Continued  from  Page  48) 

dent  of  the  AMA-ERF,  reported  to  the  House  that 
the  Board  of  Directors  of  the  AMA-ERF  had 
“voted  to  endorse  in  principle  the  relocation  of 
the  Institute  for  Biomedical  Research  on,  or  con- 
tiguous to,  the  University  of  Chicago  campus,  and 
authorized  the  Executive  Vice  President,  with  ap- 
propriate other  members  of  staff  and  the  President 
and  Secretary-Treasurer  of  the  Foundation  to  ne- 
gotiate a contract  with  the  University  of  Chicago 
for  consideration  by  the  Board  of  Directors  of 
the  AMA-ERF.” 

The  House  approved  the  action  of  the  Board  of 
Directors  of  the  AMA-ERF  and  endorsed  “in 
principle”  the  relocation  of  the  Institute  “on  or 
contiguous  to  the  University  of  Chicago.” 

A tthe  same  time,  the  House  requested  the  Board 
of  the  AMA-ERF  “to  present  at  each  Clinical 
Convention  a report  on  the  projected  budget  of 
the  Institute  for  Biomedical  Research  for  the  en- 
suing year  and  the  amount  of  the  projected  con- 
tribution from  the  American  Medical  Association 
to  the  Institute  during  that  period.” 

MEDICAL  EDUCATION 

Several  action  were  taken  relating  to  medical 
education. 

One  was  adoption  of  the  Board  of  Trustees’ 
summary  of  the  Report  of  the  Commission  on  Re- 
search. Fifteen  recommendations  were  contained  in 
the  Commission  report,  two  of  which  were  seen  as 
particularly  significant. 

Recommendation  12  encouraged  research  in  the 
delivery  of  health  care,  “provided  it  is  conducted 
under  proper  auspices  and  in  accordance  with 
sound  research  design  and  methodology.”  The 
House  adopted  it,  with  the  understanding  that  such 
support  “should  not  be  interpreted  to  imply  any 
criticism  of  the  present  studies  of  the  delivery  of 
health  care.”  Present  efforts  are  productive,  but 
the  medical  profession  “should  not  hesitate  to  make 
known  its  interest  in  continued  studies  to  improve 
the  methods  and  quality  of  health  care  delivery.” 

Recommendation  13  was  addressed  to  correcting 
the  imbalance  between  biomedical  research  and 
education  caused  by  the  “heavy  but  desirable  fed- 
eral support  of  research.”  It  stated  that  “there 
should  be  allotted  a greatly  increased  amount  for 
operational  expenses  of  medical  schools,  to  be 
matched  by  those  schools  through  private  or  local 
governmental  sources.” 

Again  the  House  concurred,  stressing  the  fact 
that  its  approval  of  the  recommendation  changes 
the  policy  of  the  AMA  with  respect  to  federal  sup- 
port for  medical  education.  The  change  results  in 
“an  honest  recognition  that  federal  financial  sup- 
port is  now  accepted  by  the  American  medical 


schools.”  However,  in  adopting  the  recommenda- 
tion, the  House  “emphatically  urges  that  a match- 
ing formula  be  used”  to  “encourage  medical  schools 
to  retain  their  independence.” 

The  House  also  adopted  a resolution  that  the 
AMA,  through  its  Council  on  Medical  Education, 
“utilize  all  appropriate  influences  to  restore  teach- 
ing to  its  proper  place  of  prominence  in  medical 
education”  instead  of  giving  the  lion’s  share  of 
attention,  honors  and  contributions  to  research  sci- 
entists; and  adopted  12  guidelines  for  medical  staffs 
in  hospitals  with  intern  and  resident  training  pro- 
grams. 

HEALTH  MANPOWER 

A report  was  adopted  on  the  “Report  of  the 
National  Advisory  Commission  on  Health  Man- 
power,” which  was  submitted  to  President  Johnson 
on  November  20. 

The  report  was  necessarily  brief,  since  there  had 
not  been  time  to  study  and  evaluate  the  Commis- 
sion report  in  any  depth,  but  it  pointed  out  that 
the  Commission's  approach  to  health  care  prob- 
lems indicated  recognition  of  the  need  for  orderly 
procedures  rather  than  harmful  ‘crash”  programs. 
The  emphasis  in  most  of  the  Commission  report  is 
to  center  responsibility  on  the  professional  groups 
best  able  to  evaluate  and  plan  in  health  areas, 
rather  than  on  government  and  non-professionals. 

The  House  adopted  the  preliminary  report;  voted 
to  enlarge  the  AMA  Committee  on  Health  Man- 
power bv  four  members  to  permit  more  careful  and 
complete  study  in  this  area;  and  noted  that  copies 
of  the  complete  Commission  report  will  be  sent  to 
all  Delegates  and  Alternates,  requesting  them  to 
submit  their  comments  to  their  constituent  asso- 
ciations as  soon  as  possible. 

In  addition,  the  House  approved  replacing  the 
present  AMA  Commission  to  Coordinate  the  Rela- 
tionships of  Medicine  With  .Allied  Health  Profes- 
sions and  Services  with  a new  council  of  the  Board 
of  Trustees  to  be  known  as  the  Council  on  Allied 
Health  Professions;  and  directed  the  Association 
to  seek  the  establishment  of  a medically  oriented 
federal  Commission  on  Health  Resources  and  Med- 
ical Manpower  to  assure  properly  balanced  distri- 
bution of  health  personnel  among  government 
agencies,  the  armed  forces  and  the  civilian  popu- 
lation. 

Also  with  respect  to  health  personnel,  both  pro- 
fessional and  allied,  the  House  asked  that  a report 
be  made  at  the  next  meeting  evaluating  the  foreign 
resident,  intern  and  physician  program;  requested 
a study  of  the  present  professional  liability  impli- 
cations in  the  used  of  allied  medical  personnel; 
and  urged  physicians  to  become  acquainted  with 
the  programs  of  the  American  Association  of  Medi- 
(Continued  on  next  page) 
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cal  Assistants  and  to  encourage  their  assistants  to 
participate  in  its  educational  and  certification  pro- 
grams. 

OTHER  LEGISLATIVE  MATTERS 

A resolution  urging  continuing  opposition  to 
S-2299,  the  Long  drug  bill,  and  a report  detailing 
the  current  status  of  HR-12080,  the  Social  Se- 
curity Amendments  of  1967,  were  adopted. 

The  House  also  adopted  recommendations  that 
the  AMA  arrange  a meeting  of  state  medical  asso- 
ciation representatives  to  plan  regional  conferences 
of  physicians  to  discuss  matters  of  special  interest 
to  state  legislators;  and  that  state  associations  in- 
vite key  lawmakers  to  attend  AMA  conferences. 

Also  approved  was  a resolution  that  state  asso- 
ciations establish  active  legislative  task  forces  at 
the  congressional  district  level  to  maintain  an  ef- 
fective working  relationship  with  congressmen. 

Support  for  AMPAC  was  reaffirmed  in  a reso- 
lution that  requested  the  Board  of  Trustees  to  seek 
additional  ways  of  helping  AMPAC  enlarge  its  ac- 
tivities and  its  assistance  to  state  medical  political 
action  committees. 

HOSPITALS 

Because  both  medicare  and  medicaid  provide 
payment  for  medical  care  rendered  to  patients  by 
residents,  the  House  resolved  that  the  Association 
should  study  the  problem  and  develop  guidelines 
that  are  acceptable  to  supervising  physicians,  teach- 
ing institutions  and  government  agencies  involved 
in  the  payment  process. 

In  addition,  with  respect  to  hospitals,  the  House 
adopted  resolutions: 

— Proposing  the  acceptance  of  physicians  on  hos- 
pital Boards  of  Trustees  as  the  most  effective  form 
of  liaison  between  the  medical  staff  and  hospital 
governing  authorities. 

— Protecting  hospital  privileges  through  ’’due 
process.” 

— Calling  for  more  effective  liaison  and  better 
coordination  between  medical  staffs  and  local  medi- 
cal societies. 

— Pointing  out  the  need  for  simplifying  atten- 
dance requirements  for  maintaining  membership  on 
hospital  medical  staffs. 

— Pressing  for  prompt  revision  of  the  JCAH 
ruling  on  the  use  of  externs  in  non-university  affili- 
ated hospitals,  with  the  incorporation  of  adequate 
safeguards  to  insure  the  quality  of  programs  of 
extern  education. 

In  addition,  model  articles  of  incorporation  for 
hospital  medical  staffs  were  made  available  for 
distribution  in  response  to  requests. 
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AMA  ORGANIZATION  AND  PROCEDURES 

A number  of  changes  were  made  in  the  Bylaws: 

— ’Chapter  XIV,  Section  3(D)  was  updated,  pro- 
viding that  four  trustees  will  be  elected  annually, 
each  for  a three-year  term  and  each  limited  to 
three  terms. 

— The  terms  in  office  of  the  President,  President- 
Elect  and  Vice  President  all  will  begin  and  end  at 
the  close  of  the  final  session  of  the  House  of  Dele- 
gates at  the  Annual  Convention. 

— Resolutions  must  be  introduced  to  the  House 
by  a voting  delegate. 

- — Nominations  for  Affiliate  Membership  in  the 
AMA  in  classes  (3),  (4),  (5)  and  (6)  must  be 
approved  by  the  appropriate  county  and  state 
medical  society. 

— A general  officer’s  position  is  to  be  considered 
vacant  if  he  misses  six  consecutive  regular  meet- 
ings of  the  Board. 

— The  House  approved  giving  the  Vice  Presi- 
dent voting  rights  on  the  Board. 

CONVENTION  SITES 

Sites  and  dates  for  future  conventions  will  be: 

Annual 

1968  San  Francisco,  June  16-20 

1969  New  York,  July  13-17 

1970  Chicago,  June  2 1-25 

1971  Atlantic  City,  June  20-24 

1972  San  Francisco,  July  15-19 

1974  Chicago,  June  16-20 

Clinical 

1968  Miami  Beach,  December  1-4 

1969  Denver,  Nov.  30-Dec.  3 

1970  Boston,  Nov.  29-Dec.  2 

1971  New  Orleans,  Nov.  28-Dec.  1 

1972  Atlanta,  November  26-29 

1973  Anaheim,  Calif.,  November  25-28 

1974  Portland,  Ore.,  December  1-4 

AMA  OBJECTIVES 

The  House  adopted  a statement  of  1 1 purposes 
and  responsibilities  for  the  AMA,  designed  to  de- 
fine more  clearly  the  over-all  purpose  as  written 
in  the  Constitution:  “To  promote  the  science  and 
art  of  medicine  and  the  betterment  of  public 
health.” 

The  entire  statement  follows: 

The  Purposes  and  Responsibilities 

of  the  American  Medical  Association 

It  is  the  responsibility  of  the  American  Medical 
Association,  as  the  representative  of  the  American 
medical  profession,  to  continue  to  foster  the  ad- 
vancement of  medical  science  and  the  health  of  the 
American  people. 

Its  continuing  purposes  are  to  meet  this  respon- 
sibility through  the  following  means: 

1.  By  encouraging  the  further  development  of 
(Continued  on  Page  57) 
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DOCTORS 

sayrrah-h- h” 

No  group  of  professionals  is  more 
dedicated  or  more  deserving  of 
the  good  things  in  life  than  members 
of  the  medical  profession. 

One  of  these  amenities  is  fine 
wines  in  which  we  specialize. 

As  a matter  of  fact,  we  have  more 
than  1300  different  types  of  wines 
from  which  to  choose.  That's 
one-third  more  than  you'll  find 
in  any  wine  store  in  New  York. 

If  you're  not  familiar  with  the  proper 
choice  of  wine,  we'll  be  glad 
to  help  you  select  just  the  right 
vintage  for  any  occasion. 

Join,  our  Vintage  Guild. 

Membership  is  free. 

We're  specialists  in  wine  and  have 
many  doctors  as  customers.  When 
you  sip  one  of  our  fine  wines,  we 
know  you  will  say,  "Ah-h-h.” 


^ TOWN 

1 79  NEWPORT  AVE  , RUMF0RD 

434-4563 
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This  is  the 
smallest, 
lightest 
EKG  machine 
available... 
and  possibly 
the  most 
accurate. 


There  is  virtually  no  outside  electrical 
interference. . . 

There  is  no  risk  that  shock  or  vibration  will 
ever  affect  its  response . . . 

There  are  no  vacuum  tubes  to  age  or 
deteriorate. .. 

There  are,  instead,  transistors,  and  com- 
pletely printed  circuitry  that  guarantee 
accuracy  and  long  life  . . . and  make  the 
"Comput-EK”  remarkably  adjustment-free. 

There  are  other  unique  advantages  as 
well . . . 

Completely  portable,  "Comput-EK”  weighs 
only  10  lbs.  That’s  because  we’ve  dispensed 


with  old-fashioned  galvanometer  units  and 
substituted  a servo  potentiometer  pen 
motor. 

Comput-EK’s  special  amplifier  facilitates 
the  reception  of  low  amplitude  signals. 

Using  standard  size  trace  paper,  this  direct 
writing  two-speed  unit  weighs  only  10  lbs.; 
is  5 3A"  x 8"  x 93A"  and  operates  on  105  to 
125  volt  60  cycle  (30  watts)  circuitry. 
Special  design  eliminates  60  cycle  inter- 
ference. Can  be  used  simultaneously  with 
other  electronic  devices  without  patient 
shock  hazard.  Provided  with  all  standard 
accessories  and  jack  for  use  with  monitor- 
ing oscilloscope. 


c^^ewiput-EK 

A product  of 

COMPUTER  INSTRUMENTS  CORPORATION 

92  MADISON  AVENUE,  HEMPSTEAD,  NEW  YORK  11550 
•Trademark  Medical  Electronics  Division 


COMPUTER  INSTRUMENTS  CORP.,  92  MADISON  AVENUE,  HEMPSTEAD,  NEW  YORK  11550 
CHECK  □ More  information,  please.  □ I would  like  a demonstration. 

Name  Title 

Address 

City  State 


I 

i 


i 

I 

I 

I 

i 

I 

I 

I 

I 

I 

I 


Your  Local  Dealer  is: 

EASTERN  SCIENTIFIC  COMPANY 

267  Plain  Street,  Providence,  R.  I.  02905 
401  - 421  - 4600 


the  pain?” 


Will  it  help  “my 
gassy  stomach?” 


one 
taste  O.K.?” 


a puzzle 
of  antacid 
complaints 


a solution 
to  peptic  ulcer 
distress 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


new, 

- evidence 

rorTAOtancd%cin) 

a 

macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 

and  I 

for  a problem  pathogen 
in  the  hospital. 

"Staphylococcus  aureus 


* 


study  I Results  of  a 1967  in  vitro— in  vivo 

correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 

97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 

98.0% 

of  the 
patients 

responded 

favorably 
to  TAO  (triacetyloleandomycin) 


In  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


study  II  Effect  of  oral  therapy  with 

TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 

'Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that  /■  • ■ ■ 

rr\\  ^ (triacetyl- 
IAU  oleandomycin) 

was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest, “...bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 

TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 

Antibiotic  Therapy;  Health  Laboratory  Science  (luly)  1967.  2.  Saslaw,  S„  Car-  c'^as  Pfizer  & co  INC 

lisle,  H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys.  235  east  42nd  street 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc.  new  YORK  N Y 10017 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


For  your  impatient  cold  patients 


Two  sprays  from  NTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

NTz  is  more  than  a simple  vasoconstrictor.  It  contains: 

(brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 

(brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

(brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 


NTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 
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medical  knowledge,  skills,  techniques  and  drugs; 
and  by  maintaining  the  highest  standards  of  prac- 
tice and  health  care. 

2.  By  creating  incentives  to  attract  increasing 
numbers  of  capable  people  into  medicine  and  the 
other  health-care  professions. 

3.  By  advancing  and  expanding  the  education 
of  physicians  and  other  groups  in  the  health-care 
field. 

4.  By  motivating  skilled  physicians  who  have 
the  art  of  teaching  to  apply  themselves  to  develop- 
ing new  generations  of  excellent  practitioners. 

5.  By  fostering  programs  that  will  encourage 
medical  and  health  personnel  to  served  voluntarily 
in  the  areas  of  need  for  melical  care. 

6.  By  developing  techniques  and  practices  that 
will  moderate  the  costs  of  good  medical  and  health 
care. 

7.  By  seeking  out  and  fostering  means  of  mak- 
ing all  health-care  facilities — physicians  offices, 
hospitals,  laboratories,  clinics  and  others — as  effi- 
cient and  economical  as  good  medical  practice  and 
attention  to  human  values  will  permit. 

8.  By  combining  the  utilization  of  the  latest 
knowledge  for  prevention  and  treatment  with  the 
vital  healing  force  of  the  physician’s  personal 
knowledge  of  and  devotion  to  his  patient. 


9.  By  maintaining  the  impetus  of  dedicated 
men  and  women  in  providing  excellent  health  care 
by  preserving  the  incentives  and  effectiveness  of 
unshackled  medical  practice. 

10.  By  maintaining  the  highest  level  of  ethics 
and  professional  standards  among  all  members  of 
the  medical  profession. 

11.  By  continuing  to  provide  leadership  and 
guidance  to  the  medical  profession  of  the  world 
in  meeting  the  health  needs  of  changing  popula- 
tions. 

ADDITIONAL  ACTIONS 

A memorial  to  Percy  E.  Hopkins,  M.D.,  was 
read  to  the  House  and  a copy  was  sent  to  Dr. 
Hopkins’  widow.  Dr.  Hopkins  served  as  a Trustee 
for  seven  years,  the  last  four  as  its  Chairman.  He 
also  served  for  eight  years  as  a Delegate  from 
Illinois. 

The  House  reiterated  its  serious  concern  with 
respect  to  the  Blue  Cross  Association’s  request  for 
government  funds  for  its  research  project  on  group 
practice. 

Criteria  for  the  evaluation  of  medical  programs 
of  national  voluntary  health  agencies  were  adopted. 

Three  resolutions,  referred  to  the  Board,  pointed 
out  that  many  news  stories  criticizing  the  rising 
cost  of  health  care  place  all  or  most  of  the  respon- 
sibility squarely  on  physicians.  As  one  of  the  reso- 
( Continued  on  Page  70) 


BOSTON  MEDICAL  REPORTS 

Schedule  from  Thursday,  February  1,  1 968— Thursday,  February  29,  1968 


36  WSBE-TV,  Providence 
2 WGBH-TV,  Boston 
44  WCBX-TV,  Boston 

DATE 

Thursday,  Feb.  1 

Tuesday,  Feb.  6 

Wednesday,  Feb.  7 

Thursday,  Feb.  8 

Tuesday,  Feb.  13 

Wednesday,  Feb.  14.... 

Thursday,  Feb.  15 

Tuesday,  Feb.  20 

Wednesday,  Feb.  21  ...  . 

Thursday,  Feb.  22 

Tuesday,  Feb.  27 

Wednesday,  Feb.  28.  . . . 
Thursday,  Feb.  29 


7:50  A.M.  10:00  P.M. 


2 

36 

36, 

2 

44 

(BMR-51) 

2 

(BMR-52) 

2 

36 

(BMR-51) 

36, 

2 

44 

(BMR-52) 

36, 

2 

(Okla.) 

2 

36 

(BMR-52) 

2 

44 

(Okla.) 

2 

(Okla.) 

36 

(Okla.) 

36, 

2 

44 

(Okla.) 

2 

2 

36 

(Okla.) 

SUBJECT 

Drugs 

Ulcerative  Colitis 

Regional  Enteritis 

Ulcerative  Colitis 

Regional  Enteritis 

Current  Thinking/Diabetes— I 

Regional  Enteritis 

Current  Thinking/Diabetes— I 

Current  Thinking/ Diabetes—  II 

Current  Thinking/Diabetes— I 

Current  Thinking/Diabetes— II 

Renal  Dialysis 

Current  Thinking/ Diabetes— II 
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FUTURE  OF  HEALTH  INSURANCE 

(Continued  from  Page  33) 

marketable  maximums  in  the  case  of  the  latter  one, 
of  course,  are  far  more  limited  than  in  the  case  of 
life  insurance  .and  only  gainfully  employed  persons 
are  insurable. 

Income  replacement  insurance  holds  several  ad- 
vantages for  private  insurers.  Aside  from  eliminat- 
ing the  service  versus  indemnity  controversy,  it 
permits  far  more  accurate  loss  projections  and  thus 
simplifies  the  pricing  problem.  Furthermore,  in- 
surers can  combat  the  inroads  of  inflation  by  mere- 
ly selling  larger  benefits,  rather  than  having  to 
squabble  with  insured  and/or  providers  of  care 
over  increased  costs  of  services.  Though  a moral 
hazard  remains  in  the  person  of  the  malingerer, 
the  occasional  exposure  to  unethical  inflation  of 
charges  because  of  the  existence  of  insurance  is 
eliminated. 

Even  before  the  passage  of  Medicare,  many  in- 
surers had  recognized  the  attractive  aspects  of  in- 
come replacement  coverage,  and  others  have  been 
touting  its  advantages  as  a supplement  to  the  serv- 
ice benefits  provided  in  the  law.  \\  ith  this  in- 
creased attention,  it  should  prove  to  be  an  ex- 
tremely marketable  product.  It  problebly  holds  the 
key  to  continue  existence  and  prosperity  of  the 
private  health  insurance  industry. 

Does  this  mean  that  regular  hospital  and  medi- 
cal benefits  as  we  know  them  today  will  no  longer 
be  available?  Probably  not.  A national  health  in- 
surance program  for  all  under  Social  Security  could 
take  any  one  of  several  forms,  ranging  from  nom- 
inal basic  protection  through  a major  medical  um- 
brella, which  covers  all  catastrophic  losses,  to  a 
comprehensive  plan  providing  nearly  complete  cov- 
erage for  everyone. 

By  1985,  the  national  program  in  the  U.  S. 
should  be  quite  comprehensive,  with  benefits  ex- 
tending to  fairly  lengthy  hospital  stays  and  high 
dollar  amounts  of  other  services.  The  supplemental 
policies  of  private  carriers  will  provide  for  “nice- 
ties” such  as  private  rooms  and  should  also  cover 
some  extended  benefits  beyond  those  provided  by 
the  government.  One  popular  form  of  supplemen- 
tary benefit  will  probably  be  a flat  daily  indemnity 
for  each  day  of  hospitalization.  Under  this  plan, 
the  insured  will  be  able  to  use  the  extra  cash  in 
any  way  he  sees  fit. 

Present  indications  are  that  medicine  will  not 
be  socialized  in  the  same  sense  as  under  the  British 
National  Health  Service.  Assuming  an  adequate 
supply  of  health  manpower  and  facilities,  the  gov- 
ernment will  probably  avoid  a head-on  clash  with 
organized  medicine.  If  the  various  control  mech- 
anisms which  have  been  discussed  prove  effective, 
it  undoubtedly  will  continue  to  pay  for  the  “rea- 


sonable cost  of  services,”  based  on  a national  RVS 
or  some  equivalent  approach,  and  physicians  are 
unlikely  to  be  given  a quota  of  patients  or  reim- 
bursed on  a capitation  basis. 

Because  some  physicians  will  not  want  to  coop- 
erate with  the  government  plan,  and  because  there 
are  those  who  want  the  best,  as  they  visualize  it, 
a limited  but  thriving  market  will  continue  for  a 
few  companies  that  desire  to  offer  alternative  bene- 
fits to  the  government  plan.  The  British  experi- 
ence has  demonstrated  that  there  are  always  some 
persons  who  are  willing  to  pay  extra  for  that  qual- 
ity, convenience  and  personal  attention  which  they 
feel  is  unavailable  through  the  government  pro- 
gram. 

SUMMARY 

Be  it  evolution  or  revolution,  the  health  insur- 
ance industry  and  medicine  face  drastic  changes  in 
the  next  two  decades.  For  medicine,  the  most  pain- 
ful adjustment  will  be  the  imposition  of  many 
“third  party”  controls  and  the  active  involvement 
of  lay  persons  and  non-physician  professionals  in 
setting  standards  and  evaluating  programs  and 
services.  The  extent  of  this  involvement  and  its 
repugnance  can  be  limited  through  an  immeliate 
and  enlightened  awakening  of  the  profession.  Only 
active  leadership  based  on  an  informed  awareness 
of  changing  socio-economic  conditions  and  in- 
creased medical  expectations  of  the  public  can  re- 
tain for  physicians  a reasonable  semblance  of  their 
current  independence.  Assuming  that  this  leader- 
ship is  forthcoming,  the  future  development  of 
social  health  legislation  can  be  both  professionally 
and  politically  palatable. 

For  the  insurance  industry,  the  short  run  will 
witness  many  changes  including  extensive  broaden- 
ing of  benefits,  greater  involvement  in  medical  af- 
fairs and  stepped-up  research  on  controls. 

In  the  longer  run,  it  is,  of  course,  inconceivable 
that  the  bulk  of  the  population  will  stand  for 
benefits  less  extensive  than  those  provided  the  el- 
derly under  Medicare.  For  reasons  already  dis- 
cussed, it  is  inevitable  that  the  government  soon 
will  take  over  the  role  of  insurer  for  the  bulk  of 
the  direct  health  insurance  benefits  for  the  entire 
population.  At  most,  this  transition  will  consume 
ten  years. 

The  expanded  role  of  government,  however,  by 
no  means  pretends  the  demise  of  the  private 
health  insurance  industry.  Through  involvement 
as  fiscal  or  administrative  intermediary  and  pro- 
vider of  supplementary  benefits,  including  luxury 
care  costs  and  substitute  benefits  for  the  affluent, 
the  industry  will  continue  to  be  involved. 

Its  brightest  future,  however,  lies  in  the  field  of 
income  replacement  insurance. 

In  this  field,  a relatively  untapped  market  awaits 
development,  and  the  sky  is  the  limit. 
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DORSEY  "FLU-GRAM” 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED  - RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
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REUBEN  C.  BATES,  M.D. 

Reuben  C.  Bates.  M.D..  a past  president  of  both 
the  New  England  Pediatric  Association  and  the 
Rhode  Island  Historical  Society,  died  Sunday,, 
October  22.  1967.  at  Rhode  Island  Hospital.  He 
was  78  years  of  age. 

Born  in  Providence  on  May  1,  1889,  Doctor 
Bates  was  a graduate  of  the  University  of  Rhode 
Island  in  1913  and  of  the  Boston  University  School 
of  Medicine  in  1921.  He  was  a member  of  the  Med- 
ical Milk  Commission  of  the  Providence  Medical 
Association  for  more  than  35  years  and  was  its 
secretary-treasurer  at  the  time  of  his  death.  From 
1939  to  1945  he  was  alumni  representative  on  the 
Board  of  Trustees  of  State  Colleges. 

At  the  time  of  his  death  Doctor  Bates  was  staff 
doctor  for  St.  Mary's  School  for  Children,  the 
Rhode  Island  School  for  the  Deaf,  and  St.  Dun- 
stan’s  School,  of  which  he  was  also  a trustee.  He 
was  on  the  consulting  staff  of  Rhode  Island  Hos- 
pital. and  had  staff  privileges  at  Providence  Lying- 
In  Hospital.  Pawtucket  Memorial  Hospital.  Roger 
Williams  General  Hospital.  Kent  County  Hospital, 
and  Memorial  Hospital  in  North  Conway,  N.H. 

Doctor  Bates  was  a founder  of  Phi  Gamma  Delta 
fraternity  at  URI  and  was  a member  of  the  Amer- 
ican Pediatric  Association,  the  New  England  Aller- 
gist Society,  the  American  Society  of  Allergists, 
the  Providence  Medical  Association,  the  Rhode  Is- 
land Medical  Society,  and  the  American  Medical 
Association.  He  was  also  a member  of  the  Provi- 
dence Art  Club,  the  Narragansett  Sojourners,  and 
the  Thomas  Smith  Webb  Lodge  F & AM. 

sje  :f:  sjt  sjc 

FRANCIS  H.  BECKETT,  M.D. 

Francis  H.  Beckett,  M.D.,  a practicing  surgeon 
until  his  retirement  in  1965.  died  December  20. 
1967. 

Born  in  Fall  River,  Massachusetts,  on  January 
3,  1880.  Doctor  Beckett  was  a 1902  graduate  of 
the  University  of  Pennsylvania  Medical  School.  He 
served  his  internship  at  St.  Joseph's  Hospital  from 
1902  to  1903.  He  served  in  the  first  World  War. 

He  was  on  the  staffs  of  St.  Joseph's,  Roger  Wil- 
liams General.  Our  Lady  of  Fatima,  Miriam,  and 
Notre  Dame  Hospitals.  He  was  a fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  American  Medical  Association,  the  Providence 
Medical  Association,  and  the  Rhode  Island  Medical 
Society. 


LUCY  E.  BOURN,  M.D. 

Lucy  E.  Bourn,  M.D.,  a Providence  physician 
since  1926,  died  January  15,  1967,  in  Yonkers, 
New  York. 

Born  in  Providence  on  January  13,  1893,  Doctor 
Bourn  graduated  from  Pembroke  College  in  1915 
and  from  Albany  Medical  College  in  1923.  She 
served  her  internship  at  the  Peking  Medical  Hos- 
pital in  China  from  1923  to  1924;  and  she  served 
her  residency  at  the  Sleeper-Davis  Memorial  Hos- 
pital, also  in  Peking,  China,  from  1924  to  1925, 
after  which  she  opened  a private  practice  in  Provi- 
dence which  she  maintained  until  her  retirement 
in  1964. 

Doctor  Bourn  was  a member  of  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
Society,  and  the  American  Medical  Association. 

C.  PAUL  BRUNO,  M.D. 

C.  Paul  Bruno.  M.D.,  health  officer  of  the  Town 
of  Bristol  for  more  than  a decade,  and  school  phy- 
sician for  more  than  30  years,  died  June  6,  1967. 
He  was  61  years  old. 

Born  in  Bristol  on  November  15.  1905.  he  gradu- 
ated from  Providence  College  in  1928  and  from 
Hahnemann  Medical  School  in  Philadelphia  in 
1932.  He  interned  at  Roger  Williams  General  and 
Charles  V.  Chapin  Hospitals. 

After  serving  as  a city  health  physician  in  Provi- 
dence. he  began  his  practice  in  Bristol  in  1935.  He 
served  as  a captain  in  the  LT.  S.  Army’s  Medical 
Reserve  until  1939  and  was  a captain  in  the  Bris- 
tol Train  of  Artillery. 

Responsible  for  establishment  of  the  public  health 
department  in  Bristol,  he  designed  the  modern 
health  program  in  that  town,  and  almost  single- 
handedly  he  was  responsible  for  a $7,000  public 
health  survey  of  Bristol  in  1958  by  outside  con- 
sultants. 

Doctor  Bruno  was  industrial  physician  for  sev- 
eral manufacturing  plants  in  Bristol  and  he  served 
in  a similar  capacity  at  the  U.  S.  Coast  Guard 
Station  there.  He  also  had  been  a medical  ex- 
aminer for  Bristol  County. 

He  was  a past  commodore  of  the  Bristol  Yacht 
Club,  a member  of  the  board  of  directors  of  the 
Bristol  Nursing  Association,  the  Bristol  Historical 
Society,  the  Fourth  Degree,  Knights  of  Columbus, 
the  Bristol  County  Medical  Society,  the  Rhode 
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Island  Medical  Society,  and  the  American  Medical 
Association. 

sjc  He  jfc  % H* 

VINCENT  A.  CIANCI,  M.D. 

Vincent  A.  Cianci,  M.D.,  a Providence  surgeon, 
died  July  4,  1967,  at  Kent  County  Memorial  Hos- 
pital. He  was  66. 

Born  in  Providence,  July  30,  1900,  he  graduated 
from  Providence  College  in  1925  and  received  his 
medical  degree  from  St.  Louis  University  in  1930. 
He  served  internships  at  St.  Joseph  Hospital  from 
1930  to  1931  and  at  Charles  V.  Chapin  Hospital 
from  1931  to  1932.  He  did  post-graduate  work  at 
Tufts  Medical  School  from  1947  to  1948. 

From  1950  to  1967  Doctor  Cianci  was  proctolo- 
gist for  the  Rhode  Island  Medical  Center.  He  was 
on  the  staffs  of  Rhode  Island  Hospital,  Roger 
Williams  General  Hospital.  St.  Joseph’s  Hospital, 
Charles  V.  Chapin  Hospital,  John  E.  Fogarty  Me- 
morial Hospital,  and  Miriam  Hospital,  and  was  a 
consultant  at  South  County  Hospital. 

He  was  the  founder  of  the  St.  Louis  University 
Alumni  Association  of  Rhode  Island  and  he  served 
as  president  from  1955  to  1957.  Also  he  was  na- 
tional vice  president  of  the  St.  Louis  Alumni  Asso- 
ciation, and  at  his  death  he  was  chairman  of  the 
St.  Louis  University  Living  Endowment  Fund.  He 
was  a member  of  the  Alpine  Country  Club,  the 
Providence  Lodge  of  Elks,  and  the  Italo-American 
Club  of  Rhode  Island. 

Doctor  Cianci  was  also  a Fellow  of  the  Inter- 
national College  of  Surgeons  and  a member  of  the 
American  Geriatrics  Society,  the  American  Acad- 
emy of  General  Practice,  the  World  Medical  So- 
ciety, American  and  New  England  Proctologic  So- 
cieties, the  American  Medical  Association,  the 
Providence  Medical  Association,  and  the  Rhode 
Island  Medical  Society. 

H«  H<  H<  * * 

E.  VICTOR  CONRAD,  M.D. 

E.  Victor  Conrad,  former  chief  of  surgery  at 
Roger  Williams  General  Hospital,  died  August  29, 
1967,  at  Rhode  Island  Hospital.  He  was  69. 

Born  in  LeHarve,  Nova  Scotia,  July  21,  1898, 
he  attended  McGill  University,  Montreal,  Canada, 
and  he  was  a graduate  of  Boston  University  School 
of  Medicine  in  1926.  He  served  an  internship  at 
Roger  Williams  General  Hospital  and  he  was  later 
chief  of  surgery  at  the  hospital  from  1935  to  1952. 

Doctor  Conrad  was  a fellow  of  the  American 
College  of  Surgeons,  and  he  was  a member  of  the 
American  Medical  Association,  the  Rhode  Island 
Medical  Society,  and  the  Providence  Medical  As- 
hociation.  He  was  a charter  member  of  the  Provi- 
dence Surg'cal  Society,  and  he  served  as  a member 
of  the  board  of  directors  of  the  Blue  Cross  Cor- 
poration of  Rhode  Island.  He  was  a surgical  con- 
sultant for  South  County  Hospital. 


A former  vice  commodore  of  the  Rhode  Island 
Yacht  Club,  he  was  a member  of  the  Narragansett 
Bay  Power  Squadron,  Phi  Chi  Medical  Fraternity, 
and  Royal  Sussex  Lodge,  No.  6,  A.F.  & A.M.,  of 
Nova  Scotia. 
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FRANCIS  V.  CORRIGAN,  M.D. 

Francis  V.  Corrigan,  M.D.,  a pediatrician  in 
Providence  for  more  than  30  years,  died  August 
13,  1967.  He  was  66  years  of  age. 

Born  in  Providence,  January  11,  1901,  he  gradu- 
ated from  Providence  College  in  1924  and  from 
Georgetown  Medical  School  in  1928.  He  had  been 
melical  director  of  the  Division  of  Maternal  and 
Child  Health  in  the  State  Department  of  Health 
since  1933;  and  he  was  on  the  staffs  of  St.  Jo- 
seph's Rhode  Island,  Pawtucket  Memorial,  Lying- 
In,  and  Roger  Williams  General  Hospitals. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
American  Medical  Association,  the  Providence 
Lodge  of  Elks,  and  the  Clover  Club  of  Boston. 
He  was  a past  president  of  the  Rhode  Island  Heart 
Association  and  of  the  Providence  branch  of  the 
Friendly  Sons  of  St.  Patrick. 

He  jfc  H1 

JOHN  B.  FERGUSON,  M.D. 

John  B.  Ferguson,  M.D.,  a surgeon,  died  April 

9,  1967.  He  was  91  years  of  age. 

Born  in  Fall  River,  Massachusetts,  on  Decem- 
ber 7,  1875,  Doctor  Ferguson  was  a graduate  of 
Brown  University  in  1898  and  of  the  Harvard  Uni- 
versity School  of  Medicine  in  1902.  He  was  at  one 
time  an  assistant  superintendent  of  Rhode  Island 
Hospital,  and  he  also  served  on  the  staff  of  Roger 
Williams  General  Hospital.  In  World  War  I,  he 
was  a major  in  the  Medical  Corps  and  served  in 
France. 

He  was  a member  of  the  American  College  of 
Surgeons,  the  Providence  Surgical  Society,  the 
Orpheus  Lodge,  F.  & A.M.  Scottish  Rite,  Calvary 
Commandery  of  the  Palestine  Temple  Shrine,  Prov- 
idence Lodge  of  Elks,  American  Legion,  the  Mt. 
Tom  Club,  the  Providence  Medical  Association, 
the  American  Medical  Association,  and  the  Rhode 
Island  Medical  Society. 

CONGRESSMAN  JOHN  E.  FOGARTY 

Congressman  John  E.  Fogarty,  Rhode  Island’s 
senior  congressman,  a national  crusader  for  public 
health  and  welfare,  and  an  Honorary  Member  of 
the  Rhode  Island  Medical  Society,  died  January 

10,  1967,  in  his  Washington  office.  He  was  53 
years  old. 

Congressman  Fogarty,  who  first  took  h:s  seat  in 
the  House  in  1941,  became  a nationally  renowned 
(Continued  on  Page  64) 
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CONGRESSMAN  FOGARTY 

(Continued  from  Page  61) 

and  successful  proponent  of  massive  federal  spend- 
ing for  medical  research,  public  health,  and  welfare. 

Among  his  major  drives  was  one  for  ample  ap- 
propriations for  the  National  Institutes  of  Health 
to  explore  causes  and  cures  of  crippling  diseases. 
He  was  also  responsible  for  the  Health  Educational 
Facilities  Act,  which  provided  a 10-year  program 
of  grants  to  construct  medical,  dental,  and  public 
health  schools.  He  introduced  legislation  to  provide 
medical  and  dental  scholarships  and  to  expand  aid 
for  the  blind  and  the  deaf. 

In  1949  Mr.  Fogarty  became  chairman  of  the 
appropriations  subcommittee  on  the  Labor  Depart- 
ment and  the  Federal  Security  Agency,  which  later 
became  the  subcommittee  on  Labor  and  Health 
Education,  and  Welfare.  He  received  in  1952  the 
Distinguished  Sendee  Award  of  the  American  Can- 
cer Society  “for  leadership  in  the  Congress  of  the 
United  States  in  enactment  of  cancer  control  legis- 
lation.” Also,  he  was  given  the  first  award  ever 
presented  by  the  National  Association  for  Retarded 
Children;  and  in  October  of  1957  he  was  presented 
the  Albert  Lasker  Award,  one  of  the  highest  honors 
in  the  field  of  American  Health. 

Mr.  Fogarty  received  presidential  appointments 
to  World  Health  Assemblies,  and  in  January  1961 
President  Kennedy  appointed  him  one  of  two  con- 
gressional advisors  to  the  LT.  S.  delegation  to  the 
14th  World  Health  Assembly  in  New  Delhi,  India. 

He  accepted  countless  honors  and  awards  from 
health  professions  and  from  citizens’  groups.  Also, 
he  received  honorary'  degrees  from  Providence 
College,  the  University  of  Rhode  Island,  Bryant 
College.  Brandeis  College.  Brown  University,  Salve 
Regina  College,  R.  I.  College  of  Pharmacy,  Rhode 
Island  College.  St.  Francis  College  (Pennsydvania), 
and  New  York  Medical  College.  In  addition  to 
these  honors,  the  headquarters  for  the  Parents 
Council  for  Retarded  Children  in  Rhode  Island 
were  named  the  John  E.  Fogarty  Center,  the  health 
science  laboratory  building  the  University  of  Rhode 
Island  was  named  for  him,  and  the  circular  hos- 
pital at  the  Ladd  School  in  Exeter  became  known 
as  the  John  E.  Fogarty  Medical  and  Rehabilitation 
Center. 

He  was  a member  of  Providence  Lodge  of  Elks, 
the  Knights  of  Columbus,  and  the  Eagles.  He  was 
formerly  captain  and  secretary  of  the  Harmony 
Fire  Department,  was  pact  pres’dent  of  the  Woon- 
asquatucket  Firemen's  Leaeue.  and  was  director 
of  the  Columbus  National  Bank.  He  was  an  hon- 
orary member  of  the  Rhode  Island  Medical  Society. 
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JOHN  J.  GILBERT,  M.D. 

John  J.  Gilbert,  M.D.,  an  eye  and  ear  surgeon 
for  47  years,  died  August  11,  1967.  He  was  77 
years  of  age. 

Born  in  Woonsocket  on  March  21,  1890,  he  was 
a 1912  graduate  of  Brown  LTniversity  and  a 1916 
graduate  of  Harvard  Medical  School.  He  served 
his  internship  at  the  Massachusetts  Eye  and  Ear 
Infirmary  and  he  did  post-graduate  work  at  the 
University  of  Pennsylvania.  He  was  a U.  S.  Navy 
veteran  of  World  War  I,  serving  in  the  Medical 
Corps. 

He  held  positions  as  assistant  surgeon  at  Rhode 
Island  and  Jane  Brown  Hospitals;  surgeon  at  Me- 
morial Hospital;  and  consulting  surgeon  at  West- 
erly, Woonsocket,  Charles  V.  Chapin,  Providence 
Lying-In.  and  Roger  Williams  General  Hospitals. 

He  was  past  president  of  the  Rhode  Island  Oph- 
thalmic and  Otological  Society  and  was  a member 
of  the  New  England  Ophthalmological  Society,  the 
New  England  Otological  Society,  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
Society,  and  the  American  Medical  Association. 

***** 

EARL  F.  KELLY,  M.D. 

Earl  F.  Kelly,  M.D.,  chief  of  the  pediatric  staff 
at  Pawtucket  Memorial  Hospital  for  33  years,  died 
June  19,  1967,  at  the  age  of  69. 

Born  in  Pawtucket,  R.  I.  on  April  13,  1898, 
Doctor  Kelly  was  a graduate  of  Tufts  College  and 
Tufts  Medical  School.  He  subsequently  served  in- 
ternships and  residencies  at  the  Children’s  Hos- 
pital in  New  York  City,  and  at  St.  Joseph’s  and 
Chapin  Hospitals  in  Providence.  He  established  his 
practice  in  Pawtucket  in  June  of  1924,  and  he 
was  known  among  his  colleagues  and  patients  as 
a devoted  physician  who  worked  long  hours  and 
made  home  visits  at  any  hour  of  the  night,  allow- 
ing little  of  his  time  for  social  activities  and  or- 
ganizations outside  the  field  of  medical  practice. 

At  the  time  of  his  death  Doctor  Kelly  was  chair- 
man of  the  Rhode  Island  Board  of  Examiners  in 
Medicine.  He  was  very  active  in  medical  organiza- 
tion work,  serving  as  president  of  Pawtucket  Medi- 
cal Association,  its  Councillor  to  the  state  medical 
society,  as  delegate  to  the  R.  I.  Medical  Society, 
and  as  President  of  the  state  medical  society  in 
1953-54.  He  was  a founder  and  a past  president 
of  the  Rhode  Island  Children’s  Heart  Association, 
vice  chairman  of  the  Mediation  Committee  of  the 
state  medical  society,  and  a member  of  the  Ameri- 
can Medical  Association. 
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JOHN  T.  KEOHANE,  M.D. 

John  T.  Keohane,  M.D.,  a practicing  physician 
in  Providence  for  30  years,  died  February  16,  1967. 
He  was  55. 

Born  in  Providence  on  June  8,  1911,  Doctor 
Keohane  graduated  from  LaSalle  Academy,  from 
Providence  College  in  1933,  and  from  Georgetown 
Medical  School  in  1937.  He  served  internships  at 
St.  Mary’s  Hospital  in  New  Jersey  from  1937  to 
1938,  at  Chapin  Hospitals  for  a few  months  in 
1938,  and  at  Rhode  Island  Hospital  from  1938 
to  1939. 

During  World  War  II  Doctor  Keohane  was  a 
captain  in  the  Army  Medical  Corps  and  served 
with  the  91st  Medical  Gas  Treatment  Battalion. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society,  the 
American  Medical  Association,  the  Sons  of  Irish 
Kings,  St.  Paul’s  Council  Knights  of  Columbus  of 
Cranston,  the  Friendly  Sons  of  Capitol  Hill,  the 
Holy  Name  Society  of  St.  Peter’s  Church,  and  the 
Metacomet  Golf  Club. 

SIMON  G.  LENZNER,  M.D. 

Simon  G.  Lenzner,  M.D.,  of  187  Waterman 
Street,  Providence,  died  August  31,  1967,  at  Veter- 
ans Administration  Hospital.  He  was  78  years  of 
age. 

Born  in  New  York  City  on  August  16,  1889, 
Doctor  Lenzner  graduated  from  the  University  of 
Maryland  in  1912.  He  served  an  internship  at  the 
New  York  Lying-In  Hospital.  During  World  War 
I he  was  a captain  in  the  Medical  Corps. 

He  was  on  the  staff  of  the  Roger  Williams  Hos- 
pital, and  a pioneer  on  the  staff  of  the  Miriam 
Hospital.  He  was  a member  of  the  International 
College  of  Surgeons,  the  Rhode  Island  Medical 
Society,  the  Providence  Medical  Association,  and 
the  American  Medical  Association. 

YOUSSEF  M.  MENASHA,  M.D. 

Youssef  M.  Menasha,  M.D.,  a Providence  police 
surgeon,  and  anesthesiologist  at  the  Rhode  Island 
Medical  Center,  died  January  24,  1967.  He  was  57. 

Born  in  Cairo,  Egypt,  on  August  13,  1909,  Doc- 
tor Menasha  attended  medical  school  there,  and 
he  was  a practicing  physician  in  that  country  until 
he  came  to  Providence  in  1962,  where  he  served 
on  the  staff  of  Miriam  Hospital. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society,  and 
the  American  Medical  Association. 

JAMES  P.  O'BRIEN,  M.D. 

James  P.  O’Brien,  M.D.,  public  health  officer 


in  Woonsocket  for  30  years  prior  to  his  retirement, 
died  March  30,  1967,  at  Zambarano  Memorial 
Hospital.  He  was  75  years  of  age. 

Born  in  Woonsocket,  Rhode  Island,  on  July  28, 
1892,  Doctor  O’Brien  received  his  medical  degree 
in  1925  from  the  LTniversity  of  Vermont.  Prior  to 
this  he  had  studied  farming  at  Rhode  Island  State 
College  in  1916  and  he  received  a bachelor  of  sci- 
ence degree  in  engineering  in  1921.  He  was,  at  one 
time  Woonsocket’s  milk  inspector  and  he  pioneered 
in  the  pasteurization  of  the  city’s  milk.  In  1937  he 
received  a degree  of  master  of  public  health  from 
the  Massachusetts  Institute  of  Technology. 

Doctor  O’Brien  was  a former  president  of  the 
Rhode  Island  Public  Health  Association,  a mem- 
ber of  the  Rhode  Island  Medical  Society,  the 
Woonsocket  District  Medical  Society,  the  American 
Medical  Association,  the  Woonsocket  Council 
Knights  of  Columbus,  the  Woonsocket  Lions  Club, 
Delta  Alpha  Psi  of  the  LTniversity  of  Rhode  Island 
and  Alpha  Kappa  medical  fraternity. 

* * * * * 

WALTER  H.  POTTER,  M.D. 

Walter  H.  Potter,  M.D.,  of  4 Anglers  Court, 
Narragansett,  died  January  4,  1967,  in  St.  Joseph’s 
Hospital,  Providence.  He  was  81. 

Born  in  Providence  on  September  5,  1885,  Doc- 
tor Potter  graduated  from  Jefferson  Medical  School 
in  Philadelphia.  For  a number  of  years  Doctor 
Potter  was  the  health  officer  of  the  town  of  Narra- 
gansett. 

He  was  a member  of  the  Providence  Medical  As- 
sociation, the  Rhode  Island  Medical  Society,  and 
the  American  Medical  Association. 

BERNARD  I.  SHERMAN,  M.D. 

Bernard  I.  Sherman,  M.D.,  of  122  Gallatin 
Street,  Providence,  died  February  23,  1967,  at 
Rhode  Island  Hospital.  He  was  57. 

Born  in  Providence,  May  29,  1909,  Doctor  Sher- 
man attended  Brown  LTniversity  and  the  Jefferson 
Medical  School  in  Philadelphia,  in  1935.  He  served 
his  internship  at  Hartford  Municipal  Hospital, 
Connecticut,  from  1935  to  1937.  A lieutenant  col- 
onel in  the  Army  during  World  War  II,  he  was 
assistant  chief  medical  officer  at  Camp  Edwards 
in  Massachusetts. 

Doctor  Sherman  was  senior  medical  officer  at 
the  Veterans  Administration  Hospital  from  1962 
to  1966.  He  was  also  on  the  staff  at  Miriam  and 
Rhode  Island  Hospitals. 

He  was  a member  of  the  New  England  Society 
of  Allergy,  the  Providence  Medical  Association,  the 
Rhode  Island  Medical  Society,  and  the  American 
Medical  Association. 
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SUMMARY  OF  1967  CHANGES  IN  MEDICARE 


PAYMENT  FOR  PHYSICIANS'  AND  OTHER  MEDI- 
CAL SERVICES  MAY  BE  MADE  ON  UNPAID 
BILLS 

If  no  assignment  is  taken,  medical  insurance 
payments  may  now  be  made  directly  to  the  patient 
on  the  basis  of  an  itemized  bill — even  though  it 
has  not  been  paid.  There  is  no  change  in  the  as- 
signment method  under  which  physicians  and  sup- 
pliers may  have  payment  made  directly  to  them. 
This  new  provision  applies  to  all  bills  received  or 
processed  by  carriers  on  or  after  January  2,  1968 
(the  date  of  enactment)  even  though  the  services 
were  rendered  before  that  date. 

The  Request  for  Medicare  Payment  (SSA-1490) 
is  being  revised  to  reflect  this  new  provision.  The 
present  1490  may  continue  to  be  used  for  both 
payment  methods. 

TIME  LIMIT  FOR  FILING  MEDICAL  INSURANCE 
BILLS  (PAID  OR  UNPAID) 

In  order  for  payment  to  be  made  on  a bill  it 
must  be  submitted  before  December  31  of  the  year 
following  the  year  in  which  services  are  received. 
For  purposes  of  this  rule,  services  received  in  the 
last  3 months  of  a calendar  year  are  counted  as 
received  in  the  following  year;  thus,  bills  for  such 
services  may  be  submitted  until  December  31  of 
the  second  year  after  the  year  in  which  services 
were  actually  received. 

A special  extension  permits  bills  for  covered 
services  received  in  July,  August,  or  September, 
1966,  to  be  submitted  until  March  31,  1968. 

ELMINATION  OF  CERTAIN  PHYSICIAN  CERTIFI- 
CATIONS 

Physician  certification  of  medical  necessity  for 
virtually  all  outpatient  hospital  services  and  admis- 
sions to  general  hospitals  has  been  eliminated.  The 
provision  applies  to  admissions  and  to  outpatient 
services  furnished  on  and  after  January  2,  1968. 
The  first  certification  for  inpatient  services  in  a 
general  hospital  will  now  be  required  as  of  the 
14th  day  of  services.  Initial  certification  is  still  re- 
quired for  admissions  to  psychiatric  and  tubercu- 
losis hospitals  and  to  extended  care  facilities. 
ADDITIONAL  INPATIENT  HOSPITAL  BENEFIT 
DAYS 

(Effective  January  1,  1968) 

Each  hospital  insurance  beneficiary  will  have  a 
'•lifetime  reserve”  of  60  additional  days  of  inpa- 
tient hospital  coverage.  These  additional  days  can 
be  used  at  the  patient’s  option  whenever  the  90 
days  covered  in  a “spell  of  illness”  have  been  ex- 


hausted, and  are  subject  to  $20  a day  coinsurance. 
This  benefit  is  not  renewable;  the  number  of  days 
in  a beneficiary’s  “lifetime  reserve”  is  permanently 
reduced  by  the  number  of  days  used. 

NOTE:  If  the  beneficiary  is  an  inpatient  of  a par- 
ticipating hospital  on  January  1,  1968,  and  has 
previously  exhausted  his  inpatient  hospital  benefits, 
the  lifetime  reserve  days  can  be  drawn  on  imme- 
diately. 

FULL  REIMBURSEMENT  OF  RADIOLOGY  AND 
PATHOLOGY  SERVICES  TO  HOSPITAL  IN- 
PATIENTS 

(Effective  April  1,  1968) 

Payment  of  the  full  reasonable  charges  may  be 
made  under  medical  insurance  for  radiology  and 
pathology  services  furnished  by  physicians  to  in- 
patients of  participating  hospitals.  The  $50  annual 
deductible  does  not  have  to  be  met.  Thus,  because 
there  will  rarely  be  any  patient  liability  for  these 
services,  medicare  reimbursement  procedures  can 
be  greatly  facilitated  and  the  patient  can  frequently 
be  left  out  of  the  process  completely. 

Under  this  provision,  it  will  also  be  possible  to 
pay  for  radiology  and  pathology  services  to  hos- 
pital inpatients  in  a manner  that  is  more  consistent 
with  the  usual  billing  procedures  of  many  hospitals 
and  the  manner  in  which  these  sendees  are  reim- 
bursed by  most  other  health  insurance  programs. 
Where  the  hospital  customarily  bills  for  both  the 
hospital's  services  and  the  services  of  the  path- 
ologists and  radiologists,  the  absence  of  the  medi- 
cal insurance  deductible  and  coinsurance  will  now 
make  it  unnecessary  to  break  down  the  bill  on  a 
patient-by-patient  basis  into  the  parts  covered  un- 
der the  hospital  insurance  and  medical  insurance 
programs,  since  this  can  be  done  on  an  aggregate 
basis.  Thus,  where  the  total  services  are  billed 
through  the  hospital,  the  provision  would  provide 
opportunities  for  the  development  of  hospital  bill- 
ing procedures  that  will  greatly  reduce  paperwork 
and  facilitate  administration. 

INCLUSION  OF  ALL  OUTPATIENT  HOSPITAL 
BENEFITS  UNDER  MEDICAL  INSURANCE 
(Effective  April  1,  1968) 

This  provision  consolidates  all  covered  outpatient 
hospital  services  under  the  medical  insurance  pro- 
gram. Thus,  there  will  be  only  a single  deductible 
and  coinsurance  applied  to  all  covered  outpatient 
hospital  services  (the  $50  annual  medical  insurance 
deductible  and  20  percent  coinsurance),  and  no 
(Continued  on  Page  67) 
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* f Eli  Lilly  and  Company  1 
1 Indianapolis,  Indiana  46206 


If  hypothyroidism  leaves  your  patient  feeling  like  this. 


consider 


LETTER*  . 

(SODIUM  LEVOTHYROXINE,  f 
ARMOUR)  TABLETS  , § 

Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 
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MEDICARE  CHANGES 

(Continued  from  Page  66) 

need  to  separate  diagnostic  from  therapeutic  serv- 
ices as  in  the  past,  for  allocation  of  costs  and 
charges  to  different  parts  of  the  medicare  program. 

Also,  effective  April  1,  1968,  hospitals  may,  in 
situations  to  be  described  in  forthcoming  regula- 
tions, collect  an  outpatient  charge  of  $50  or  less 
from  the  beneficiary.  This  provision  will  simplify 
hospital  collection  processes  in  situations  where  the 
hospital  cannot  readily  determine  whether  the  pa- 
tient has  met  the  deductible,  and  he  is  able  to  pay 
the  bill  at  the  time  services  are  rendered.  Where 
such  collections  are  made,  the  beneficiary  would 
ordinarily  receive  the  medical  insurance  reimburse- 
ment on  the  basis  of  a claim  prepared  on  his  behalf 
by  the  hospital.  Payments  to  the  hospital  will  be 
periodically  adjusted  to  assure  that  total  hospital 
reimbursement  for  outpatient  services  does  not  ex- 
ceed what  the  hospital  would  have  received  if  it 
had  submitted  all  bills  on  a cost  reimbursement 
basis. 

PAYMENT  FOR  ADDITIONAL  OUTPATIENT  PHYS- 
ICAL THERAPY  SERVICES 

(Effective  July  1,  1968) 

At  present,  physical  therapy  services  ore  cov- 
ered when  furnished  under  the  direct  supervision 
of  a physician  or  to  homebound  patients  under  a 
home  health  plan.  Effective  July  1,  1968,  physical 
therapy  services  will  also  be  covered  under  the 
medical  insurance  program  when  furnished  by 
qualified  providers  of  services  or  others  under  ar- 
rangements with,  and  under  the  supervision  of,  such 
providers.  For  purposes  of  this  additional  coverage, 
the  term  ‘‘providers  of  services”  includes  approved 
clinics,  rehabilitation  agencies  and  public  health 
agencies.  In  order  for  payment  to  be  made  for  such 
services,  a physician  must  certify  that  the  patient 
requires  physical  therapy  services  on  an  outpatient 
basis,  and  is  under  a plan  of  treatment  established 
and  periodically  reviewed  by  a physician  which  pre- 
scribes the  type,  amount,  and  duration  of  the  serv- 
ices. The  patient  does  not  need  to  be  confined  to 
his  home. 

PAYMENT  UNDER  MEDICAL  INSURANCE  FOR 

CERTAIN  ANCILLARY  SERVICES  NOT  PAYABLE 

UNDER  HOSPITAL  INSURANCE 

(Effective  April  1,  1968) 

Under  this  provision,  payment  can  be  made  un- 
der medical  insurance  for  certain  ancillary  services 
furnished  by  a hospital  or  extended  care  facility 
for  which  no  payment  can  be  made  under  hospital 
insurance.  This  provision  would  apply,  for  example, 
where  a patient  has  exhausted  his  hospital  insur- 
ance eligibility  or  where  an  extended  care  facility 
patient  has  not  met  the  prior  hospitalization  re- 
quirement. These  benefits  are  subject  to  the  $50 
deductible  and  20  percent  coinsurance. 


INCLUSION  OF  CERTAIN  PODIATRISTS'  SERVICES 
AND  GENERAL  EXCLUSION  OF  SPECIFIED 
FOOT  CARE  SERVICES 

(Effective  January  1,  1968) 

Services  of  doctors  of  podiatry  or  surgical  chir- 
opody are  covered  under  the  medical  insurance 
program  as  physicians’  services,  but  only  with  re- 
spect to  functions  which  they  are  authorized  to 
perform  by  the  State  where  they  practice.  However, 
certain  specified  foot  care  services  will  now  be  ex- 
cluded whether  performed  by  a podiatrist  or  medi- 
cal doctor.  These  exclusions  include  treatment  of 
flat  foot  conditions,  the  prescription  of  supportive 
devices  for  such  conditions,  treatment  of  subluxa- 
tions of  the  foot,  routine  foot  care  (including  cut- 
ting or  removal  of  corns,  warts  or  callouses,  trim- 
ming of  nails  and  other  routine  hygienic  care). 

SPECIFIC  EXCLUSION  OF  EYE  REFRACTIONS 

All  procedures  performed  during  any  eye  exami- 
nation on  and  after  January  2,  1968,  to  determine 
the  refractive  state  of  the  eyes  (even  in  connection 
with  furnishing  prosthetic  lenses)  are  now  excluded 
from  coverage.  The  exclusion  applies  whether  the 
refractions  are  performed  by  ophthalmologists, 
other  physicians,  or  optometrists,  and  even  though 
the  total  examination  is  for  the  treatment  or  diag- 
nosis of  eye  disease  or  injury. 

PAYMENT  FOR  PURCHASE  OF  DURABLE  MEDICAL 
EQUIPMENT 

(Effective  January  1,  1968) 

In  addition  to  payment  for  rental,  payment  can 
also  be  made  for  purchase  of  durable  medical 
equipment  by  or  for  an  individual.  Except  for  in- 
expensive items,  payment  will  be  made  periodically 
in  the  same  amount  as  if  the  equipment  were  ren- 
ted, but  only  for  the  period  of  time  that  the  equip- 
ment is  medically  necessary  or  until  the  purchase 
price  has  been  met,  whichever  occurs  first. 
PAYMENT  FOR  PORTABLE  X-RAY  SERVICES 
(Effective  January  1,  1968) 

Payment  will  be  made  for  diagnostic  X-ray  serv- 
ices furnished  in  the  patient’s  home  or  other  place 
of  residence.  These  services  will  be  covered  under 
medical  insurance  if  they  are  provided  under  the 
general  supervision  of  a physician  and  if  they  meet 
health  and  safety  regulations. 

BLOOD  DEDUCTIBLES 
(Effective  January  1,  1968) 

Under  this  provision,  the  definition  of  “blood” 
is  broadened  to  include  packed  red  blood  cells  as 
well  as  whole  blood.  A 3-pint  blood  deductible  will 
now  also  apply  to  the  medical  insurance  program 
for  blood  furnished  during  a calendar  year  in  con- 
nection with  services  covered  by  that  program. 
This  deductible  is  separate  from  the  3-pint  blood 
deductible  for  each  “spell  of  illness”  in  the  hos- 
(Concluded  on  Page  70) 


in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 

% 

Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y. 
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MEDICARE  CHANGES 

(Concluded  from  Page  67) 

pital  insurance  program,  and  neither  can  be  used 
to  meet  the  other. 

CHANGES  IN  REDUCTION  OF  BENEFIT  DAYS  FOR 
PSYCHIATRIC  AND  TUBERCULOSIS  TREATMENT 

(Effective  January  1,  1968 ) 

Any  inpatient  days  in  a psychiatric  or  tubercu- 
losis hospital  in  the  90-day  period  before  his  hos- 
pital insurance  coverage  began  have  previously 
counted  against  a beneficiary's  days  of  coverage 
during  his  first  “spell  of  illness.”  This  provision 
has  been  modified  as  follows: 

1.  The  reduction  will  not  apply  to  tuberculosis 
hospitals. 

2.  The  provision  no  longer  prevents  payment 
for  inpatient  services  in  a general  hospital 
unless  the  services  are  primarily  for  the  diag- 
nosis or  treatment  of  mental  illness  and  the 
spell  of  illness  began  in  a psychiatric  hospital. 

3.  The  applicable  period  prior  to  hospital  insur- 
ance eligibility  has  been  extended  from  90  to 
150  days  to  reflect  the  new  lifetime  reserve  of 
60  additional  inpatient  hospital  days. 

PAYMENT  FOR  SERVICES  FURNISHED  TO  INPA- 
TIENTS OF  NON-PARTICIPATING  HOSPITALS 
Under  this  provision,  partial  payment  may  be 
made  for  inpatient  emergency  or  non-emergency 
services  furnished  by  certain  non-participating  hos- 
pitals between  July  1.  1966,  and  January  1,  1968, 
and  for  emergency  inpatient  servicse  furnished  by 
certain  non-participating  hospitals  in  respect  to  ad- 
missions on  or  after  January  1,  1968.  A facility  is 
considered  a hospital  under  this  provision  if  it  is 
licensed  as  a hospital,  has  a full-time  nursing  serv- 
ice and  is  primarily  engaged  in  furnishing  medical 
care  under  the  supervision  of  a doctor  of  medicine 
or  osteopathy.  Hospital  insurance  will  pay  60  per 
cent  of  the  room  and  board  charges  and  80  percent 
of  other  charges  for  covered  services  after  the  usual 
deductibles  are  met.  These  benefits  are  limited  to 
20  days  if  the  hospital  does  not  qualify  to  take 
part  in  medicare,  but  if  the  hospital  begins  to  par- 
ticipate in  medicare  before  January  1.  1969,  and 
applies  its  utilization  review  plan  to  the  services 
rendered,  the  full  duration  of  hospital  insurance 
benefits  can  apply. 

Special  instructions  concerning  this  change  will 
be  transmitted  shortly  to  all  hospitals  and  related 
health  care  institutions  and  organizations. 
INCENTIVE  REINBURSEMENT  EXPERIMENTATION 
The  Secretary  of  Health,  Education,  and  Welfare 
is  authorized  to  experiment  with  alternative  meth- 
ods of  reimbursement  to  organizations  and  physi- 
cians under  the  medicare,  medicaid  and  child 
health  programs.  The  experiments  would  test  vari- 
ous incentives  for  increasing  the  efficiency  and 


economy  of  health  services  without  adversely  affect- 
ing the  quality  of  care.  Experiments  may  involve 
only  those  physicians,  institutions,  and  organiza- 
tions that  agree  to  participate  and  may  not  be  ini- 
tialed until  the  Secretary  obtains  the  advice  and 
recommendations  of  specialists  competent  to  evalu- 
ate the  possibility  of  securing  productive  results. 
ADVISORY  COUCIL  STUDY  OF  HEALTH  INSUR- 
ANCE FOR  THE  DISABLED 
An  advisory  council,  to  be  appointed  in  1968, 
will  study  the  question  of  providing  health  insur- 
ance protection  for  the  disabled  under  Title  XVIII. 
The  council  will  make  its  recommendations  to  the 
Secretary  not  later  than  January  1,  1969. 

HEALTH’  INSURANCE  ' BENEFITS  ADVISORY 
COUNCIL 

The  1967  amendments  expand  the  responsibili- 
ties of  the  Health  Insurance  Benefits  Advisory 
Council  to  include  reviewing  the  utilization  of  serv- 
ices under  medicare  and  making  recommendations 
for  program  changes. 

STUDY  OF  DRUG  PROPOSALS 

The  Secretary  will  study  a proposal  to  establish 
quality  and  cost  standards  for  drugs  for  which  pay- 
ment is  made  under  the  Social  Security  Act,  and 
a proposal  to  cover  drugs  under  the  medical  insur- 
ance program.  He  is  required  to  report  his  findings 
and  recommendations  to  the  President  and  the 
Congress  by  January  1,  1969. 

COVERAGE  ' OF  SERVICES  OF  ADDITIONAL 
HEALTH  PRACTITIONERS 

The  Secretary  will  study  the  need  for  extension 
of  coverage  under  the  medical  insurance  program 
to  the  services  of  additional  types  of  licensed 
practitioners  performing  health  servics  in  inde- 
pendent practice.  He  will  make  recommendations 
to  the  Congress  prior  to  January  1,  1969. 


AMA  DELEGATE  REPORT 

(Concluded  from  Page  57) 

lutions  put  it,  “Statistical  reports  relating  to  health 
care  costs  are  misleading  when  they  are  referred 
to  . . . as  medical  care  costs;  and  . . . the  improper 
labeling  . . . may  actually  delay  proper  analysis  of 
the  several  components.” 

DISTINGUISHED  SERVICE  AWARD 
Owen  H.  Wangensteen,  M.D.,  director  of  the 
Department  of  Surgery  at  University  Hospitals, 
Minneapolis,  was  named  the  winner  of  the  1958 
Distinguished  Service  Award  which  will  be  pre- 
sented to  him  at  the  Annual  Convention  in  San 
Francisco  in  June,  1968. 

Doctor  Wangensteen  delivered  the  Charles  V. 
Chapin  Oration  at  the  Rhode  Island  Medical  So- 
ciety annual  scientific  assembly  in  1963  on  the 
subject  of  “Gastric  Cooling  and  Freezing  For  Pep- 
tic Ulcer.” 


treat  one . . . six  people  benefit 


The  brunt  of  senility  fails  on  the  family  as  much 
as  the  patient.  But  usually  within  one  or  two  days, 
'Thorazine'  can  control  senile  anxiety  and  fear . . . 
dispel  the  confusion  shown  by  nighttime  wandering 
and  chattering  . . . restore  appetite  and  interest  in 
personal  grooming.  Treat  the  senile  patient  with 
‘Thorazine’— the  whole  family  can  benefit. 

Before  prescribing,  see  complete  information,  including 
adverse  effects  reported  with  phenothiazines  and  symp- 
toms and  treatment  of  overdosage,  in  SK&F  literature  or 
PDR.  The  following  is  a brief  precautionary  statement. 
Contraindications:  Comatose  states  or  the  presence 
of  large  amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may 
occur  (reduce  dosage  of  such  agents  when  used  con- 
comitantly). Use  with  caution  in  patients  with  chronic 
respiratory  disorders.  Antiemetic  effect  may  mask  over- 
dosage of  toxic  drugs  or  obscure  other  conditions.  Ad- 
minister in  pregnancy  only  when  necessary.  Because  of 

© 1967  Smith  Kline  & French  Laboratories 


possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal 
congestion;  constipation;  amenorrhea;  miosis;  mild 
fever;  weight  gain;  hypotensive  effects,  sometimes  se- 
vere with  I.M.  administration;  epinephrine  effects  may 
be  reversed;  dermatological  reactions;  parkinsonism- 
like symptoms  on  high  dosages  (in  rare  instances,  may 
persist);  lactation  and  moderate  breast  engorgement  (in 
females  on  high  dosages);  and  less  frequently,  chole- 
static jaundice  (use  cautiously  in  patients  with  liver 
disease).  Adverse  reactions  occurring  rarely,  include: 
mydriasis;  agranulocytosis;  skin  pigmentation;  epithe- 
lial keratopathy;  lenticular  and  corneal  deposits  (after 
prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and 
200  mg.;  Spansule®  capsules,  30  mg.,  75  mg.,  150  mg., 
200  mg.  and  300  mg.;  Injection,  25  mg./cc.;  Syrup,  10 
mg./5  cc.;  Suppositories,  25  mg.  and  100  mg. 


Smith  Kline  & French 


Laboratories 


in  senile  agitation . . . 


Thorazine  chlorpromazine 
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now 
he  can 
cope.** 


thanks  to 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational  — 
environmental  pressure,  worry  over 
illness  — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a 
prompt  and  predictable  calming  action 
and  is  remarkably  well  tolerated. 

Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a 
first  choice  among  many  physicians 
for  dependability,  safety,  and  economy  in 
mild  to  moderate  anxiety. 
Contraindications:  Porphyria,  or  sensitivity 
to  barbiturates. 

Precautions:  Exercise  caution  in  moderate 
to  severe  hepatic  disease.  Elderly  or 
debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes, 
“hangover”  and  systemic  disturbances 
are  seldom  seen. 

(Warning:  May  be  habit  forming.) 

Usual  Adult  Dosage:  As  a daytime 
sedative,  15  mg.  (J4  gr.)  to  30  mg. 

(K  gr>)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg. 

(34  gr.),  30  mg.  (34  gr.);  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%). 

BUTICAPS®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.  (J4  gr.),  30  mg.  ()4  gr.). 


(McNEIL) 


McNeil  Laboratories,  Inc., 
Fort  Washington,  Pa. 
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ATTEMPTED  SUICIDE  IN  ADOLESCENTS 
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PAGE  109 


Complete  information  for  usage  available  to  physicians  upon  request! 
Parke,  Davis  & Company,  Detroit,  Michigan  48232 


a name  you  can  count  on 
when  it  counts 


BBH§ 


» - 


v.« 
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PARKE-DAVIS 


CHLOROMYCETIN 

(CHLORAMPHENICOL) 


USP® 

V&D  BRAND 


DISPOSABLE  UNIT 


OF  SODIUM  SULFOBROMOPHTHALEIN 

(50  mg.  per  m 


INJECTION,  USP 


!•) 


0 


)MSULPHALEINB 
Al  A COMPLETE. 
STERILE, 
)ISP0SA8LE, 
l»  ECONOMICAL 
3ATIENT-UNIT. 


I 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


rlYNSON,  WESTCOTT  & DUNNING,  INC. 


( B5PD3  ) 


BALTIMORE,  MARYLAND  21201 


If  you  had 
to  trust 
someone 
with  your 
investments, 

would  you 
trust  your 
next  door 
neighbor? 
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Your  neighbor  is  a good  guy, 
with  a wife  and  family,  and  some 
investments  of  his  own. 

He's  honest,  and  he  means  well. 

In  fact,  he’s  a lot  like  you  in  a 
lot  of  ways. 

And  that’s  our  point. 

You  wouldn't  want  your 
neighbor  to  manage  your  invest- 
ments. Because  he  hasn’t  the 
time  or  the  expertise  to  do  it  well. 

The  likelihood  is,  neither  do  you. 

Either  it’s  because  your  time  is 
too  valuable  to  you,  your  family, 
or  your  company,  or  your  port- 
folio has  become  too  large  or  too 
complicated  for  you  to  manage 
properly. 

Once  that  happens,  do-it- 
yourself  investment  management 
begins  to  cost  you  money. 

There  are  many  people  in  this 
situation. 

And  there  is  a profitable  way 
out  of  it:  an  investment  manage- 
ment account. 

This  provides  for  full-time 
management  of  income-producing 
property. 

Rhode  Island  Hospital  Trust, 
which  has  been  in  business  since 
the  Civil  War,  has  a large  staff 
of  skilled  personnel  who  can  take 
care  of  your  securities,  deposit 
dividends,  and  clip  coupons. 

While  being  on  the  alert  for 
events  such  as  the  receipt  of 
stock  rights  or  stock  dividends, 
conversions  and  exchanges,  bond 
redemptions  and  maturities. 

And  keeping  records  of  these 
transactions  for  tax  time. 

We  can  also  help  you  with 
investment  decisions.  In  fact,  this 
is  the  most  important  part  of 
our  work. 

The  truth  is,  professional  invest- 
ment management  can  save  and 
make  you  money.  Much  more 
than  it  costs  to  maintain. 

Stop  in  and  see  us  about  it. 

That  costs  nothing. 

m= 

bud 

Rhode  Island 
Hospital  Trust 

15  Westminster  Street 
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in  moderate  hypertension  and 
poorly  controlled  mild  hyp 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 

Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation.  Ardsley,  N Y. 


Nothing  else  I’ve  tried  seems  to  work , so  I decided  to  give  you  a crack  at  i 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine 
tablets  in  two  different  formulations 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  , and 
chlorpheniramine  maleate,  4 mg 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride.  40  mg  . 
chlorpheniramine  maleate.  8 mg  , and  acetaminophen,  500  mg 


PITMAN-MOORE  DIVISION  OF  THE  00W  CHEMICAL  COMPANY.  INDIANAPOLIS 


THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by 

the  Washington  Office  of  the  Amer- 
ican Medical  Association. 

President  Johnson  signed  into  law  the  social  se- 
curity legislation  which  included  changes  in  med- 
icare and  medicaid  advocated  by  the  medical  pro- 
fession. 

It  provides  for  a record  high  minimum  13  per  cen 
increase  in  cash  benefits  for  24  million  Americans, 
starting  in  March.  Beginning  April  1.  one  dollar  a 
month  of  the  increase  will  be  withheld  from  the 
checks  of  those  participating  in  voluntary  plan  B 
of  medicare  which  covers  part  of  physician  fees  and 
other  medical  services  other  than  hospitalization. 

The  total  premium  for  Plan  B insurance  is  now 
$6  a month,  half  of  which  is  paid  by  the  federal 
government.  Beginning  April  1,  the  premium  will 
be  increased  to  $8,  with  the  government  paying  $4 
and  the  participant  $4. 

According  to  HEW,  about  20  cents  of  the  $1  in- 
crease was  needed  to  cover  costs  which  were  origi- 
nally underestimated.  Another  25  cents  would  cover 
expected  increase  of  use  under  the  program.  An 
anticipated  5 per  cent  increase  in  physician  fees 
would  account  for  another  25  cents,  HEW  said. 

The  social  security  taxable  base  also  was  in- 
creased effective  January  1.  from  $6,600  to  $7,800. 
The  tax  rate  for  this  year  will  remain  the  same  as 
under  the  old  law,  4.4  per  cent  on  both  the  em- 
ployee and  employer  and  6.4  per  cent  on  self  em- 
ployed. Tax  rate  increases  are  set  for  subsequent 
years  through  1987. 

Changes  in  medicare  and  medicaid  include: 

MEDICARE 

— Payment  of  physician  fees  is  authorized  either 
to  the  patient  on  the  basis  of  an  itemized  bill,  either 
unpaid  or  receipted  as  paid,  or  to  the  physician 
under  the  assignment  method. 

— Payment  is  authorized  for  full  reasonable 
charges  for  radiological  or  services  furnished  by 
physicians  to  hospital  inpatients. 

— Hospital  outpatient  diagnostic  services  are 
transferred  from  the  hospital  insurance  program 
(Plan  A)  to  the  supplementary  medical  insurance 
program  (Plan  B).  The  change  was  designed  to 


simplify  the  procedure  for  paying  benefits  for  hos- 
pital outpatients. 

— The  requirement  of  physician  certification  of 
the  medical  necessity  for  admission  to  general  hos- 
pitals and  for  hospital  outpatient  services  was  elim- 
inated. 

— Medicare  beneficiaries  are  given  a lifetime  re- 
serve of  60  additional  days  of  hospital  care  after 
the  90  days  covered  in  a spell  of  illness.  The  bene- 
ficiary must  pay  the  first  $20  per  day  for  the  ad- 
ditional hospitalization. 

— The  Secretary  of  HEW  was  directed  to  study 
and  report  to  Congress  by  January  1,  1969,  the  ef- 
fects of  covering  drugs  under  medicare  and  of  estab- 
lishing quality  and  cost  standards  for  drugs  pro- 
vided under  social  security  health  programs. 

— Services  of  podiatrists  are  authorized  under 
medicare  to  the  extent  that  a state’s  law  permits, 
but  routine  foot  care  is  not  covered. 

— Outpatient  services  furnished  by  physical  the- 
rapists are  authorized  within  certain  limitations. 

— The  Secretary  of  HEW  was  directed  to  study 
and  make  recommendations  of  adding  services  of 
chiropractic  and  optometrists  to  Plan  B. 

— Payment  is  authorized  under  Plan  B for  diag- 
nostic x-rays  taken  in  a patient's  home  or  a nurs- 
ing home. 

MEDICAID 

— States  are  limited  in  setting  eligibility  income 
levels  for  federal  matching  purposes. 

— States  are  given  until  January  1,  1970,  to  buy- 
in  medicare  Plan  B insurance  for  aged  medicaid 
beneficiaries. 

— States  are  authorized  to  make  direct  payments 
to  medicaid  beneficiaries  for  physicians’  and  den- 
tists' services  if  the  beneficiary  is  not  receiving  cash 
assistance. 

— States  are  permitted  to  select  either  the  five 
basic  health  services,  or  seven  out  of  the  14  author- 
ized, for  the  medically  indigent.  The  basic  five 
must  be  provided  for  those  receiving  welfare  cash 
benefits.  The  basic  five  are:  inpatient  hospital  serv- 
ices, outpatient  hospital  services,  other  laboratory 
and  x-ray  services,  skilled  nursing  home  services 
and  physicians’  services. 

— States  must  license  administrators  of  nursing 
homes  and  set  minimum  nursing  home  standards  if 
(Continued  on  Pape  86) 
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A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiun 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  ii 
most  cases. 


ENDURON  — ^■Bii  1 

METHYCLOTHIAZIDE  | 

See  Brief  Summary  on  final  page  of  advertisement 


induronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Oweipidm 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


•nee  a day,  every  day 

INDURONYL 


ETHYCLOTHIAZIDE  5 mg.  with 
SERPIDINE  0.25  mg.  or(FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


IN(Groowd)  No  HU 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 


Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wer 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  froi 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  near! 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  I 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffio 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement  soi 


ENDURON 


ENDURONYL! 


METHYCtOTHIAZIGE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  'A 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  aou38 
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Tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


cations:  For  use  in  management  of  anxiety  and  tension  occurring 
; or  as  accompanying  symptom  complex  to  medical  and  surgical 
ders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
through  antianxiety  and  related  muscle-relaxant  properties, 
ltraindications:  History  of  sensitivity  to  meprobamate, 
iportant  Precautions:  Carefully  supervise  dose  and  amounts 
rescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg./day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Professionally  posed. 


ml 


Togetherness 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2  3 and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al. : J.  Pediat.  38: 41  (Jan.)  1951. 

2.  Bradley.  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst, 
& Gynec.  65:311  (Feb.)  1953. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


RORER 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


BOSTON  MEDICAL  REPORTS 

Schedule  from  Tuesday,  March  5,  1968  — Thursday,  April  4,  1968 
36  WSBE-TV,  Providence  2 WGBH-TV,  Boston  44  WCBX-TV,  Boston 


Date 

7:50  A.M. 

10:00 

P.M. 

Subject 

Tues.,  March  5 

36,  2 

44 

Renal  Dialysis 

Wed.,  March  6 

2 

(BMR-22) 

Cancer  Chemotherapy  — 
Considerations  — Part  1 

Practical 

Thurs.,  March  7 

2 

36 

Renal  Dialysis 

T ues.,  March  1 2 

36,  2 

44 

(BMR-22) 

Cancer  Chemotherapy  — 
Considerations  — Part  1 

Practical 

Wed.,  March  1 3 

2 

Smoking 

Thurs.,  March  14 

2 

36 

(BMR-22) 

Cancer  Chemotherapy  — 
Considerations  — Part  1 

Practical 

Tues.,  March  19 

36,  2 

44 

Smoking 

Wed.,  March  20 

2 

(BMR-40) 

Congestive  Heart  Failure 

Thurs.,  March  21 

2 

36 

Smoking 

Tues.,  March  26 

36,  2 

44 

(BMR-40) 

Congestive  Heart  Failure 

Wed.,  March  27 

2 

To  be  announced 

Thurs.,  March  28 

2 

36 

(BMR-40) 

Congestive  Heart  Failure 

Tues.,  April  2 

36,  2 

44 

To  be  announced 

Wed.,  April  3 

2 

To  be  announced 

Thurs.,  April  4 

2 

36 

To  be  announced 

84 
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.i  tranquilizer  with 
articular  usefulness  in 
unctional  disorders 


(pronounced  TYE-buh-tran) 

TM 


tybamate 


ixtensive  clinical  experience,  including  eleven  double-blind  studies,1-11  indi- 
ces that  Tybatran  is  an  effective  agent  for  the  relief  of  anxiety  and  tension, 
t appears  to  lend  itself  particularly  well  to  the  management  of  the  anxious 
)atientwho''somatizes’’— whose  anxiety  and  tension  find  expression  in  com- 
)laints  such  as  headaches,4’8'10'11  fatigue,4  insomnia,2'4’8’9’12  anorexia,3’8’9 
ind  pruritus.7 

Two  salient  features  seem  to  set  Tybatran  somewhat  apart  from  certain 
)ther  commonly  used  tranquilizers. 

L.  Tybatran  often  proves  more  effective  than  meprobamate  and  chlordiaze- 
joxide.  In  one  study,4  severe  anxiety  responded  more  effectively  to  tybamate 
:han  to  meprobamate;  in  another,8  symptom-response  superiority  of  tyba- 
Tiate  over  chlordiazepoxide  was  marked  at  statistically  significant  levels  of 
sonfidence. 

2.  Tybatran  appears  to  be  less  sedating  than  other  widely  used  tranquilizers. 

Side  reactions  are  relatively  infrequent;  when  they  do  occur,  they  may  take 
the  form  of  drowsiness,  although  insomnia,  ataxia  and  other  adverse  effects 
have  been  reported.  Nevertheless,  Tybatran  impresses  many  clinicians  by 
its  comparative  lack  of  undesirable  sedative  action.3’6’12'13  (If  drowsiness  or 
vertigo  is  present,  activities  requiring  optimal  alertness  should  be  avoided.) 

For  patients  in  whom  anxiety  is  manifested  in  any  of  a multiplicity  of 
physical  complaints,  Tybatran  deserves  a clinical  trial.  These  are  the  chal- 
lenging patients,  those  with  recurrent,  persistent,  ever-changing  symptoms 
for  which  there  is  no  clinical  or  laboratory  evidence  of  organic  disease. 

Usual  adult  dose:  one  or  two  250  mg.  capsules  3 or  4 times  daily.  Adjust 
to  suit  individual  requirements. 


Prescribing  Information 

Dosage  and  administration.  The  suggested  adult 
dose  of  Tybatran  (tybamate)  is  one  or  two  250  mg.  cap- 
sules three  or  four  times  daily.  Dosage  should  be  adjusted 
to  suit  individual  requirements.  While  clinical  experience 
with  Tybatran  (tybamate)  in  children  has  been  very  lim- 
ited to  date,  the  recommended  daily  dosage  for  children 
6 to  12  years  old  is  20  to  35  mg. /kg.  body  weight,  in 
three  or  four  equally  divided  doses.  Dosage  should  be  ad- 
justed to  suit  individual  requirements.  Until  further  clini- 
cal experience  is  obtained,  administration  of  Tybatran 
(tybamate)  to  children  under  6 years  of  age  is  not  rec- 
ommended. Daily  doses  larger  than  3000  mg.  are  not 
recommended,  although  in  a few  instances  doses  in  ex- 
cess of  this  figure  have  been  administered.  Tybatran 
(tybamate)  is  also  available  in  350  mg.  capsules,  for 
convenience  in  dosage  adjustment,  e g.,  one  capsule 
three  times  daily  and  two  at  bedtime. 

Contraindications.  Tybatran  (tybamate)  should  not 
be  administered  to  patients  known  to  be  hypersensitive 
to  the  drug.  Since  no  studies  have  been  done  with  this 
drug  in  human  pregnancy,  it  should  not  be  used  in  preg- 
nancy unless  the  potential  benefit  outweighs  the  risk. 

Warnings.  Simultaneous  administration  to  psychotic 
patients  of  tybamate  with  phenothiazines  and  other  cen- 
tral nervous  system  depressants  has  in  a few  instances 
been  associated  with  the  occurrence  of  grand  mal  or 
petit  mal  seizures.  Seizures  have  been  reported  with 
administration  of  phenothiazines  alone,  but  not  with 
administration  of  tybamate  alone;  nevertheless,  tyba- 
mate should  be  used  cautiously  in  individuals  who  are 
receiving  other  central  nervous  system  depressants  or 
have  a history  of  convulsive  seizures.  Also,  it  should  be 
borne  in  mind  that  simultaneous  administration  of  tyba- 
mate with  alcohol  or  with  other  psychotropic  agents,  par- 
ticularly phenothiazines  or  monoamine  oxidase  inhibitors, 
which  are  known  to  potentiate  the  action  of  other  drugs, 
may  result  in  additive  actions. 

Precautions.  There  has  been  no  evidence  to  date  of 
the  development  of  habituation  or  addiction.  Investigators 
have  not  observed  excessive  self-medication  or  any  with- 
drawal symptoms  with  use  of  Tybatran  (tybamate),  but 
the  latter  should  be  kept  in  mind  with  cessation  of  the 
drug  after  prolonged  use.  Because  of  the  occurrence  of 

Prescribing  information  continued  on  next  page. 


(pronounced  TYE-buh-tran) 


a tranquilizer  with 
particular  usefulness  in 
functional  disorders 


Prescribing  information  continued  from  preceding  page. 

withdrawal  symptoms  or  exacerbation  of  presenting  symptoms  upon  rapid  with- 
drawal of  other  agents  of  this  type,  abrupt  withdrawal  of  Tybatran  (tybamate) 
should  be  avoided,  Tybamate,  like  other  psychotherapeutic  agents,  should  be 
used  with  caution  in  addiction-prone  individuals  Should  symptoms  of  hypersen- 
sitivity occur,  administration  should  be  discontinued  at  once  and  appropriate 
symptomatic  treatment  initiated.  Operation  of  motor  vehicles  or  machinery  or 
other  activities  lequirmg  optimal  mental  alertness  should  be  avoided  if  drowsi- 
ness or  vertigo  is  present  As  with  any  new  drug,  Tybatran  (tybamate),  should 
be  used  with  caution  in  patients  with  a history  of  drug  allergies,  blood  dyscra- 
sias,  and  hepatic  or  renal  disease;  and  prolonged  and/or  high  doses  of  tybamate 
should  be  accompanied  by  periodic  measurements  of  hepatic,  hematopoietic, 
and  renal  function. 

Adverse  reactions.  While  these  have  only  rarely  required  discontinuation  of  the 
drug,  the  most  frequently  encountered  reactions  have  included  drowsiness,  diz- 
ziness, nausea,  insomnia,  euphoria  The  drug  was  discontinued  in  one  child 
because  of  a possible  drug-induced  urticaria,  and  skin  rash  and  pruritus  have 
been  encountered  in  a few  other  patients.  In  a lew  patients,  effects  suggesting 
excessive  stimulation  such  as  hyperactivity,  fidgetiness,  flushing,  and  tachy- 
cardia have  been  encountered.  Other  reported  side  effects  recorded  only  a few 
times  to  date  have  included  ataxia,  unsteadiness,  confusion,  feeling  of  unreality, 
"panic  reaction,”  fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis  and  dry  mouth.  Grand  mal  or  petit  mal  seizures  have 
been  reported  in  a few  hospitalized  psychotic  patients  to  whom  tybamate  (up  to 
6000  mg.  daily),  phenothiazines,  and  other  psychotropic  agents  were  adminis- 
tered simultaneously.  Convulsive  seizures  have  not  been  reported  with  the  use 
of  tybamate  alone. 

Until  clinical  experience  has  accumulated  with  this  drug,  inasmuch  as  tybamate 
is  related  to  meprobamate,  the  physician  should  be  cautious  about  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  be  encountered  with  the  latter 
drug.  Should  excessive  doses  of  tybamate  be  ingested,  it  is  recommended  that 
any  drug  remaining  in  the  stomach  be  removed  and  symptomatic  therapy,  in- 
cluding central  stimulants,  be  used  as  necessary. 

Supply.  Tybatran  (tybamate)  is  available  in  green,  sealed  capsules  of  three 
strengths:  350  mg.,  250  mg.,  and  125  mg.  Each  strength  is  supplied  in  bottles 
of  100  and  500. 
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of  tybamate  in  the  treatment  of  anxiety  and  tension  states.  Psychosomatics 
5 292  (Sept. -Oct.)  1964  9.  Stern,  F.  H : A new  drug  (tybamate)  effective  in  the 
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1964  10.  Vazuka,  F A , and  McLaughlin,  B.  E : Chemotherapy  of  symptoms  of 
chronic  anxiety  states  and  other  neurotic  disorders.  Psychosomatics  6 73  (Mar.- 
Apr.)  1965  11.  Button,  J.  T.,  and  Cole,  W.  V.:  Treatment  of  emotional  dis- 
turbances in  clinic  patients.  J.  Amer.  Osteopath.  Ass  64:812  (Apr.)  1965. 
12.  Slaughter,  I.:  Tybamate  as  an  antineurosis  drug  in  the  treatment  of  emo- 
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WASHINGTON  SCENE 

(Concluded  from  Page  SO) 

these  institutions  are  to  be  eligible  to  participate  in 
the  medicaid  program. 

— States  must  establish  methods  and  procedure, - 
to  safeguard  against  unnecessary  utilization  of 
health  care  services  and  to  assure  that  payments 
for  such  services  and  drugs  do  not  exceed  reason- 
able charges. 

Under  the  program  for  Aid  to  Families  with  De- 
pendent Children  (AFDC),  states  now  must  offer 
birth  control  services  to  appropriate  beneficiaries 
with  acceptance  on  a voluntary  basis.  Authoriza- 
tions for  federal  financial  aid  for  maternal  and  child 
health  programs  are  increased.  Services  of  optome- 
trists are  added  to  child  health  programs. 

* * * 

Dr.  James  L.  Goddard,  commissioner  of  the  Food 
and  Drug  Administration,  estimated  that  about  300 
drugs,  marketed  under  1,600  brand  names,  will  be 
forced  off  the  market  because  of  ineffectiveness 
for  treatment  of  medical  conditions. 

An  evaluation  of  some  3,000  drugs  placed  on  the 
market  from  1938  to  1962  was  started  in  June, 
1966.  It  is  being  conducted  by  29  panels  of  200 
medical  and  pharmaceutical  specialists  under  the 
direction  of  the  National  Academy  of  Sciences- 
National  Research  Council.  With  the  first  panel 
reporting  in  January,  the  last  report  is  due  in  mid- 
1959. 

The  FDA  assigned  the  evaluation  to  the  academy 
following  passage  of  the  Kefauver  Drug  Law  in 
1962.  The  law’s  main  thrust  was  to  give  FDA  pow- 
er to  pass  on  the  efficacy  as  well  as  the  safety  of 
drugs  marketed  after  1962,  but  a provision  author- 
ized the  government  to  review  drugs  already  on  the 
market. 

* 4=  * 

The  federal  government  has  licensed  a live,  at- 
tenuated mumps  virus  vaccine  especially  recom- 
mended for  adolescent  and  male  adults  who  can 
become  sterile  from  the  relatively  innocuous  child- 
hood disease. 

The  vaccine,  developed  over  a five-year  period 
by  the  Merck,  Sharp  and  Dohme  Research  Labora- 
tories, was  not  recommended  for  routine  use  in  in- 
fants and  young  children  pending  development  of 
more  information  in  the  duration  of  the  immunity 
it  provides. 

Dr.  William  H.  Stewart,  U.S.  Surgeon  General, 
said  excellent  protection  against  naturally  occur- 
ring mumps  has  been  observed  for  the  first  year 
after  the  single-infection  live  vaccine. 

“But  limited  data  on  natural  exposure  during 
the  second  year  indicate  continuing  protection  al- 
though additional  observation  will  be  required  to 
determine  the  duration  of  immunity  protection,”  he 
gaid. 


Quietude  for  the  hypertensive 

Butiserpine 

TABLETS  JL 

BUTISOL  SODIUM®  (sodium  butabarbital)  15  mg.  and  Reserpine  0.1  mg. 

Wqrning;  May  be  habit  forming. 

for  gentle,  long-term,  blood-pressure  control 


Butisol  Sodium  (sodium  butabarbital)  acts  promptly  to  relieve  anxiety  while  the  low 
dosage  of  reserpine  builds  gradually  to  an  effective  level  for  continuous,  smooth 
control  of  tension  and  blood  pressure.  Thus  effective  therapy  can  be  achieved  without 
the  hazards  of  more  potent  antihypertensive  agents  or  of  reserpine  in  larger  doses. 


Contraindications:  Porphyria,  peptic  ulcer,  ulcerative  coli- 
tis, mental  depression,  sensitivity  to  either  component. 
Precautions:  Exercise  caution  in  mode  rate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression.  Observe  for  signs  or 
symptoms  of  peptic  ulcer  or  ulcerative  colitis.  Discontinue 
at  first  sign  of  mental  depression;  keep  in  mind  possibility 
of  suicide.  Exercise  extreme  caution  in  history  of  mental 
depression.  May  produce  cardiac  arrhythmias  when  used 
with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks 
before  surgery;  inform  the  anesthesiologist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy. 
Discontinue  1 to  2 weeks  before  ECT. 


Adverse  Reactions:  Drowsiness,  skin  rash , “ hangover," 
systemic  disturbances,  increased  salivation  and  gastric 
secretion,  nausea,  vomiting,  increased  intestinal  motility, 
loose  stools,  angina-like  syndrome,  arrhythmias,  brady- 
cardia, flushing,  hypotension,  nervousness,  paradoxical 
anxiety,  rarely  atypical  Parkinsonian  syndrome,  central 
nervous  system  sensitization  (manifested  by  dull  sensorium, 
deafness,  glaucoma,  uveitis  and  optic  atrophy),  dryness  of 
mouth,  syncope  or  dizziness,  epistaxis,  purpura  secondary 
to  thrombocytopenia,  asthma  in  susceptible  persons,  nasal 
congestion,  weight  gain,  and  impotence  or  decreased  libido. 

Usual  Adult  Dosage;  Initially,  1 to  4 tablets  daily  for  one 
week;  maintenance,  1 to  2 tablets  daily. 


McNeil  Laboratories,  Inc., 


McNEII ) 


Fort  Washington,  Pa. 


District  Medical  Society  Meetings 


PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical  As- 
sociation was  held  at  the  Rhode  Island  Medical 
Library  on  Monday,  December  4,  1967.  The  meet- 
ing was  called  to  order  by  the  President,  Dr.  Gus- 
tavo A.  Motta,  at  8:30  p.m. 

Doctor  Motta  stated  that  the  minutes  of  the  No- 
vember meeting,  held  at  Rhode  Island  College  as 
a joint  meeting  with  the  Rhode  Island  Bar  Asso- 
ciation, would  be  published  in  the  Rhode  Island 
Medical  Journal  and  therefore  they  would  not  be 
read  at  the  meeting  unless  there  was  a request  from 
members  present. 

Report  of  the  Secretary 

Dr.  Bertram  H.  Buxton,  Jr.,  Secretary,  reported 
as  follows:  At  a recent  meeting  the  Executive  Com- 
mittee, in  addition  to  reviewing  applications  for 
active  membership,  took  the  following  actions: 

Approved  of  associate  membership  for  Dr.  Hilary 
H.  Connor,  now  residing  in  South  Dakota. 

Received  and  approved  a report  from  the  Treas- 
urer, and  exempted  from  dues  assessment  twTo  mem- 
bers who  are  ill. 

Voted  that  the  annual  dues  for  1968  shall  be  $30 
for  active  members,  and  $5  for  associate  members, 
subject  to  approval  by  the  Association  at  the  An- 
nual Meeting. 

Expressed  the  opinion  that,  in  view'  of  the  metro- 
politan nature  of  the  State,  physicians  should  be 
free  to  have  their  office  listings  in  any  of  the  tele- 
phone directories. 

Approved  of  the  printing  and  distribution  of  the 
proposal  of  a Bermuda  trip  for  members  and  their 
families  under  the  sponsorship  of  the  Entertainment 
Committee. 

Drafted  a slate  of  Officers  and  Delegates  for 
1968  for  submission  at  the  Annual  Meeting  on  Jan- 
uary 8.  (Doctor  Buxton  noted  that  a copy  of  the 
slate  of  Officers  and  Delegates  had  been  sent  to 
the  membership  as  part  of  the  December  4th  meet- 
ing.) 

Action : A motion  was  made,  seconded  and  voted 

that  the  report  of  the  Secretary  be  received  and 

placed  on  record. 

Announcements  by  the  President 

The  President  noted  that  since  the  October  meet- 
ing of  the  Association  one  member.  Dr.  Reuben  C. 
Bates,  had  died.  He  called  for  a moment  of  silent 
prayer  in  memory  of  Dr.  Bates. 

* * * 

Doctor  Motta  called  attention  to  the  plan  pro- 


posed by  the  Committee  on  Entertainment  for  a 
vacation  trip  to  Bermuda  for  members  of  the  Asso- 
ciation and  their  families  in  March,  and  he  urged 
members  to  give  the  matter  consideration. 

Election  of  New  Members 

The  Secretary  reported  that  the  Executive  Com- 
mittee had  reviewed  and  had  approved  applications 
for  active  membership  from  the  following  physi- 
cians: 

Maurice  Chammas,  M.D. 

Joseph  D.  DiZoglio,  M.D. 

Hugo  H.  Halo,  M.D. 

Harrout  E.  Melikian,  M.D. 

Henry  T.  Randall,  M.D. 

Henry  J.  Robidoux,  Jr.,  M.D. 

Action:  A motion  was  made,  seconded  and  voted 

that  the  applicants  for  active  membership,  as  ap- 
proved by  the  Executive  Committee,  be  elected. 

Scientific  Lecture 

Doctor  Motta  introduced  Dr.  Henry  T.  Randall, 
Surgeon  and  Surgeon-in-Charge  of  the  Division  of 
Surgical  Research.  Rhode  Island  Hospital;  Profes- 
sor of  Medical  Science,  Browm  University;  formerly 
Professor  of  Surgery,  Cornell  L'niversity  Medical 
College;  and  Chairman,  Department  of  Surgery, 
Memorial  Hospital,  XewT  York,  New  York,  who 
spoke  on  "A  Clinical  Study  of  the  Effects  of  Sur- 
gery on  Gastrointestinal  Tract  Function  — 20 
Years  Experience.” 

Using  clinical  studies  conducted  over  a 20-year 
period.  Doctor  Randall  detailed  the  effects  on  the 
physiology  of  patients  subjected  to  necessary  upper 
G.I.  tract  surgery  — mostly  gastrectomy. 

Some  patients  in  his  series  who  were  cured  of 
stomach  cancer  were  actually  in  a malnourished 
state  because  of  their  surgery.  He  found  a 25-33 
per  cent  deficit  in  caloric  intake  in  more  than  50 
per  cent  of  these  patients  which  included  40  cases 
of  subtotal  gastrectomy,  20  total  gastrectomies,  and 
4 ileocecal  transplants.  There  was  evidence  of  de- 
fective fat  absorption  in  these  patients.  The  fact 
that  they  wrere  all  in  positive  Nitrogen  balance 
proved  that  protein  wastage  w-as  not  responsible 
for  the  decreased  nutrition. 

Various  postulations  for  this  diminished  nutri- 
tional state  wTere  discussed  such  as  loss  of  the 
stomach  reservoir,  inadequate  bile  mixing,  de- 
creased quantity  of  gastric  enzymes,  and  diminished 
area  and  time  for  food  absorption.  There  wras  a mod- 
erately diminished  fat  absorption  in  subtotal  gas- 
( Continued  on  Page  89) 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 


(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  T! 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 
13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  whei 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receivin] 
oral  contraceptives:  nausea,  vomit 
ing,  gastrointestinal  symptoms  (si 
as  abdominal  cramps  and  bloating 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor 
rhea,  edema,  chloasma  or  melasm; 
breast  changes  (tenderness,  enlarj 
ment  and  secretion),  change  in  w( 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secre 
suppression  of  lactation  when  gi\ 
immediately  postpartum,  choleste 
jaundice,  migraine,  rash  (allergic 
rise  in  blood  pressure  in  susceptil 
individuals,  mental  depression. 
Although  the  following  side  effeci 
have  been  reported  in  users  of  ora 
contraceptives,  no  cause  and  effec 
relationship  has  been  established 
anovulation  post-treatment, 
premenstrual-like  syndrome,  char 
in  libido,  changes  in  appetite,  cyst 
like  syndrome,  headache,  nervous 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  n 
sum,  hemorrhagic  eruption,  itch 
The  following  occurrences  have  b 
observed  in  users  of  oral  contrace 
tives  (a  cause  and  effect  relations 
has  been  neither  established  nor 
proved) : thrombophlebitis,  pulmc 
embolism,  neuro-ocular  lesions. 
The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepati 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func 
tion  (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine 
decrease  in  T'1  values),  metyrapoi 
test,  pregnanediol  determination 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient  Norinyl-1  Patient 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 


Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 

fluocinolone  acetonide 


* 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  15  and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01%—  15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.01  % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonidr 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 
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gastrectomies  showed  a marked  decreased  fat  ab- 
sorption with  severe  steatorrhea. 

He  characterized  the  ‘‘Dumping  Syndrome’-  as 
the  precipitate  injection  of  food  bolus  from  the  re- 
sidual stomach  into  the  small  intestine.  It  appears 
15  to  20  minutes  after  eating  and  is  accompanied 
by  epigastric  discomfort,  tachycardia,  sweating, 
weakness,  and  syncope.  He  discussed  the  influence 
of  serotonin  in  this  process  and  showed  that  the 
plasma  volume  can  actually  be  decreased  by  as 
much  as  1 liter  in  patients  with  the  “Dumping  Syn- 
drome.” The  administration  of  hypertonic  solutions 
causes  the  most  severe  reactions  in  these  patients. 
Complex  proteins  cause  less  severe  symptoms.  Olive 
oil  does  not  produce  the  ‘“Dumping  Syndrome-’  un- 
less homogenized  into  mayonnaise.  Homogenized 
milk  appears  to  cause  more  symptoms  than  regular 
milk.  “Cheap”  hamburger  causes  very  minimal 
symptoms. 

An  interesting  study  using  patients  who  had 
esophagectomies  because  of  lye  ingestion  showed 
the  striking  difference  in  fat  and  Nitrogen  absorp- 
tion in  the  same  patient  depending  on  the  route  of 
administration  of  the  food  material.  If  taken  orally 
by  way  of  a pharyngo-jejunal  anastomosis  which 
conducts  the  food  into  the  small  intestines,  less 
protein  and  fat  are  absorbed  than  if  the  patient  is 
fed  by  gastrotomy. 

Patients  with  gastrectomy  apparently  absorb 
starches  too  quickly  and  too  completely  and  thus 
CHO  absorption  is  often  doubled  postgastrectomy 
whereas  fat  absorption  is  decreased.  Doctor  Ran- 
dall’s follow-up  studies  showed  that  fat  absorption 
improved  gradually  over  3-4  year  period  postgas- 
trectomy before  reaching  a plateau.  Schematically 
he  characterized  the  pathogenesis  of  the  “Dumping 
Syndrome”  as  follows: 

The  food  dumped  into  the  jejunum  undergoes 
enzymatic  hemolysis  which  increases  the  jejunal 
volume  by  osmotically  drawing  water  from  the  vas- 
cular compartment  into  the  G.I.  tract.  The  sudden 
shrinkage  of  the  blood  volume  causes  increased 
sympathetic  tone  by  stimulation  of  pressor  recep- 
tors. This  leads  to  increased  serotonin  production 
and  consequent  EKG  changes  suggestive  of  myo- 
cardial ischemia,  sweating,  and  syncopal  symptoms. 
The  EKG  changes  revert  to  original  pattern  after 
one  to  two  hours. 

In  regard  to  treatment  of  postgastrectomy  pa- 
tients, Doctor  Randall  suggested  an  increased  pro- 
tein and  fat  intake  with  a decreased  CHO  ingestion. 
Feedings  should  be  frequent  and  unhurried.  Vita- 
min supplements  with  Iron,  Vitamin  B2,  and  folic 
acid  should  be  instituted  with  addition  of  pancreatic 


and  biliary  enzymes.  Maintenance  of  the  blood 
volume  is  important. 

Some  suggest  the  use  of  Periactin  to  inhibit  se- 
rotonin production,  but  this  tends  to  make  the  pa- 
tients sleepy. 

The  jejunal  pouch  operation  to  augment  the 
small  stomach  residual  postgastrectomy  is  done  as 
a “last  gasp"  procedure,  and  a vagotomy  must  also 
be  performed  to  cut  down  the  production  of  acid 
pouring  into  the  jejunal  pouch.  In  his  series  only 
6 of  the  total  250  patients  required  this  operation. 

He  listed  the  effects  of  vagotomy  as  follows: 

1.  Gastric  stasis,  hypoacidity,  and  production  of 
the  intrinsic  factor. 

2.  Bacterial  overgrowth  of  E.  coli  with  conse- 
quent reduction  in  the  conjugation  of  bile  ne- 
cessary for  fat  breakdown. 

3.  Decreased  gall  bladder  emptying. 

4.  Decreased  pancreatic  secretion. 

5.  Small  bowel  changes  consisting  of  an  increased 
transit  time,  ileal  stasis,  and  morphologic  and 
metabolic  mucosal  changes. 

The  effects  of  vagotomy  are  often  more  striking 
in  patients  with  esophagectomy  although  follow-up 
is  rather  meager  since  most  of  these  patients  have 
had  the  operation  for  cancer  of  the  esophagus  where 
there  is  only  a 3 per  cent  one  year  survival.  After 
vagotomy  is  performed  in  these  patients  there  is  a 
marked  decrease  in  fat  absorption  with  consequent 
steatorrhea.  In  these  patients  the  administration  of 
bile  and  pancreatic  enzymes  do  not  help.  The  ad- 
ministration of  broad  spectrum  antibiotics  to  com- 
bat the  overgrowth  of  E.  coli  has  no  proven  value. 
The  only  therapeutic  measure  which  has  seemed  to 
be  of  value  is  the  use  of  medium  chain  triglycerates, 
91  per  cent  of  which  are  absorbed  in  these  esopha- 
gectomized  and  vagotomized  patients. 

A question  period  followed  Doctor  Randall's 
polished  and  interesting  presentation. 

Adjournment 

The  meeting  was  adjourned  at  10:20  p m. 

Attendance  86 

Collation  was  served 

Respectfully  submitted, 
Bertram  H.  Buxton,  jr.,  m.d. 
Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

The  121st  Annual  Meeting  of  the  Providence 
Medical  Association  as  held  at  the  R.I.  Medical 
Society  Library  on  Monday,  January  8,  1968.  The 
meeting  as  called  to  order  by  the  President,  Dr. 
Gustavo  A.  Motta,  who  expressed  his  appreciation 
for  the  sizable  attendance  in  spite  of  sub-zero 
weather. 

(Continued  on  Pape  92) 
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Help  can  be  weeks  away 
for  a painful  shoulder. 

Except  with  Butazolidin®  alka. 

If  it  doesn’t  work  in  a week, 
forget  it. 


don’t  forget  this  about  Butazolidin  alka 

raindications:  Edema;  danger  of  cardiac 
impensation;  history  or  symptoms  of  pep- 
Icer;  renal,  hepatic  or  cardiac  damage; 
>ry  of  drug  allergy;  history  of  blood  dys- 
ia.  The  drug  should  not  be  given  when  the 
;nt  is  senile  or  when  other  potent  drugs  are 
i concurrently.  Large  doses  of  Butazolidin 
are  contraindicated  in  glaucoma. 

ling:  If  coumarin-type  anticoagulants  are 
n simultaneously,  watch  for  excessive  in- 
ise  in  prothrombin  time.  Instances  of 
re  bleeding  have  occurred.  Pyrazole  corn- 
ids  may  potentiate  the  pharmacologic 
Dn  of  sulfonylurea,  sulfonamide-type 
its  and  insulin.  Carefully  observe  patients 
iving  such  therapy.  Use  with  great  caution 
e first  trimester  of  pregnancy. 

;autions:  Before  prescribing,  carefully 
ct  patients,  avoiding  those  responsive  to 
ine  measures  as  well  as  contraindicated 
snts.  Obtain  a detailed  history  and  a com- 
3 physical  and  laboratory  examination,  in- 
uiing  a blood  count.  The  patient  should  not 
eed  recommended  dosage,  should  be 
ely  supervised  and  should  be  warned  to 
ontinue  the  drug  and  report  immediately  if 
f,  sore  throat,  or  mouth  lesions  (symptoms 
lood  dyscrasia);  sudden  weight  gain  (water 
ntion);  skin  reactions;  black  or  tarry  stools 
>ther  evidence  of  intestinal  hemorrhage 
ur.  Make  regular  blood  counts.  Discontinue 
drug  immediately  and  institute  counter- 
isures  if  the  white  count  changes  signifi- 
tly,  granulocytes  decrease,  or  immature 
is  appear.  Use  greater  care  in  the  elderly 
in  hypertensives. 

erse  Reactions:  The  most  common  are 
sea,  edema  and  drug  rash.  Swelling  of  the 
les  or  face  may  be  minimized  by  withhold- 
dietary  salt,  reduction  in  dosage  or  use  of 
etics.  In  elderly  patients  and  in  those  with 
ertension  the  drug  should  be  discontinued 
i the  appearance  of  edema.  The  drug  has 
n associated  with  peptic  ulcer  and  may  re- 
ivate  a latent  peptic  ulcer.  The  patient 


should  be  instructed  to  take  doses  immediately 
before  or  after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  re- 
actions usually  requires  withholding  medica- 
tion. Purpuric  rash  has  also  been  reported. 
Agranulocytosis,  exfoliative  dermatitis, 
Stevens-Johnson  syndrome,  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be  ex- 
cluded. Thrombocytopenic  purpura  and  aplas- 
tic anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  he- 
maturia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 


Dosage  in  Painful  Shoulder:  Initial:  3 to  6 cap- 
sules daily  in  3 or  4 equal  doses.  Trial  period: 
one  week.  Maintenance  dosage  should  not 
exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 


Butazolidin9  alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum  hy- 
droxide gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1 .25  mg. 


complete  details, 
ase  see  full 
scribing  information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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The  President  noted  that  the  minutes  of  the  De- 
cember meeting  would  be  published  in  the  Rhode 
Island  Medical  Journal,  and  therefore  they  would 
not  be  read  at  the  meeting. 

Annual  Report  of  the  Secretary 
Dr.  Bertram  H.  Buxton.  Jr.,  Secretary-,  read  his 
annual  report,  copy  of  which  is  made  part  of  the 
official  record  of  the  meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Secretary  be  re- 
ceived and  placed  on  record. 

Annual  Report  of  the  Treasurer 
Dr.  Nathan  Chaset,  Treasurer,  read  his  annual 
ieport,  copy  of  which  is  made  part  of  the  official 
records  of  the  meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Treasurer  be  re- 
ceived and  placed  on  record. 

Presidential  Address 

Dr.  Gustavo  A.  Motta  delivered  his  presidential 
address,  copy  of  which  is  made  part  of  the  records 
of  the  meeting. 

Report  of  Executive  Committee 

The  Secretary  reported  for  the  Executive  Com- 
mittee as  follows: 

That  the  Executive  Committee  had  voted  to  rec- 


ommend to  the  Association  that  the  annual  dues 
for  1968  be  $30  for  active  members  and  $5  for  as- 
sociate members. 

That  the  Executive  Committee  recommended  for 
election  to  active  membership  the  following  physi- 
cians: 

Alden  H.  Blackman.  M.  D. 

Robert  P.  Davis.  M.D. 

Yani  Karkalas,  M.D. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  recommendation  relative  to  annual  dues 
for  1968  be  adopted  and  that  the  three  physi- 
cians recommended  for  active  membership  be 
elected. 

Election  of  Officers  for  1968 

The  Secretary  noted  that  the  slate  of  nominees  of 
Officers  and  Delegates  had  been  submitted  to  the 
membership  in  accordance  with  the  bylaws  and  that 
no  counter  nominations  had  been  received. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  slate  of  nominees  as  submitted  for  1968 
be  elected. 

Introduction  of  Officers 

Doctor  Motta  introduced  the  new  Officers  of  the 
Association,  and  Doctors  Buxton  and  Chaset  es- 
corted Doctor  MacDonald  to  the  platform  where 
he  briefly  acknowledged  the  honor  given  him,  and 
expressed  the  hope  that  the  membership  give  him 
full  cooperation  in  the  furtherance  of  the  Associa- 
tion’s activities  in  1968.  He  then  presented  to  Doc- 
tor Motta.  for  the  Association,  an  engraved  gavel 
and  an  engraved  silver  Revere  bowl  as  expressions 
of  appreciation  for  his  leadership  in  1967. 

* * * 

The  complete  slate  of  nominees  elected  is  made 
a part  of  the  official  records  of  the  meeting. 

Presentation  of  Membership  Certificates 
Doctor  Motta  presented  membership  certificates 
to  the  physicians  elected  as  active  members  at  the 
December  meeting. 

Scientific  Program 

The  President  introduced  Dr.  Joseph  Chazan, 
Assistant  Professor  of  Medical  Science  at  Brown 
University,  and  Associate  Director,  Division  of  Re- 
nal Diseases  at  Rhode  Island  Hospital,  as  well  as 
an  assistant  physician  at  the  Hospital,  who  spoke 
on  “Newer  Aspects  Reparding  The  Pathophysiolo- 
gy and  Prognosis  of  Acute  Glomerulonephritis.’’ 

Doctor  Chazan  presented  current  concepts  of  the 
etiology,  pathophysiology,  diagnosis,  differential  di- 
agnosis, treatment,  course,  and  prognosis  of  post- 
streptococcal glomerulanephritis. 

This  disease  entity  follows  by  7-14  days  pharyn- 
geal or  skin  beta  hemolytic  streptococcal  infections 
of  Group  A types  4,  12.  Redlake  and  a few  others. 
The  nature  of  the  relationship  of  this  disease  to  the 
streptococcus  is  not  clear  nor  is  the  variability  of 
(Concluded  from  Page92) 
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b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMETHYLCHL0ETETRACYCIJN1'; 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  llu*  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  he 
followed,  dose  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
w ith  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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complete  the 

THYROID  PROFILE 

AT 

HDPKINS  MEDICAL  LABORATORY 

IN  3 HOURS! 

a proved,  accurate  thyroid  function  test’-4 
(1-triiodothyronine 
test  for  determining 
the  thyrobinding  index 
of  serum  or  plasma) 

Unaffected  by  high  iodine  diets 
or  any  iodine  the  patient  may  be 
taking  therapeutically  or  diagnostically 
(opaque  dyes). 

Only  2 ml  of  patient’s  serum  or 
plasma  is  required.  The  patient 
does  not  have  to  take  or  use  anything. 

The  I1”  is  used  in  vitro. 

Stat  orders  impeccably  executed. 

Economical  because  of  time-and- 
labor-saving  equipment  used. 

1.  Scholer,  J.  F.:  J.  Nuclear  Med.  3:41.  1962.  2. 
Foeckler.  F.,  et  al.,  Paper.  Meet.  Soc.  Nuclear  Med.. 

June  1962.  3.  Sodee,  B.:  Paper,  Meet.  Soc.  Nuclear 
Med.,  June  1962.  4.  Nordyke,  A.  M..  et  al.:  Paper, 
Meet.  Soc.  Nuclear  Med.,  June  1962. 

HOPKINS 

MEDICAL  LABORATORY 
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One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  6.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 

RORER 


WILLIAM  H.  RORER,  INC 

Fort  Washington,  Pa. 
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the  nephritogenic  effect  understood.  To  explain 
the  preferential  fixation  of  the  streptococcal- 
induced  antigen-antibody  complex  to  the  renal 
glomerulus,  two  experimental  modes  have  been 
cited. 

Rat  kidney  tissue  injected  into  rabbits  produces 
rabbit  serum  which  is  sensitized  to  rat  kidney. 
When  this  serum  is  injected  into  a rat  glomerular 
damage  will  result.  This  model  has  no  probable 
lelevance  to  human  disease,  however. 

The  second  model  results  from  the  creation  of 
“one  shot’’  serum  sickness  disease  which  leads  to 
the  production  of  an  antigen-antibody  complex 
which  causes  glomerular  damage  if  sufficient  com- 
plement and  polymorphonuclear  leukocytes  are 
present.  If  complement  and  “polys’'  are  not  present 
in  sufficient  quantities  no  glomerular  damage  oc- 
curs. The  nature  of  the  glomerular  insult  is  likely 
the  result  of  the  precipitation  and  deposition  of 
the  antigen-antibody  complex  onto  the  basement 
membrane  of  the  glomerulus  creating  “humps  and 
lumps.’'  Other  proliferative  renal  disease  simulat- 
ing poststreptococcal  glomerulonephritis  include: 
Lupus  erythematosus,  a diffuse  vasculitis  often  con- 
firmed by  muscle  biopsy:  allergies,  either  serum 
sickness  from  a foreign  protein  injection  or  to  drugs 
such  as  penicillin;  subacute  bacterial  endocarditis 
with  renal  failure  where  either  diffuse  or  local  glo- 
merular disease  may  occur;  nephrosclerosis,  either 
the  result  of  malignant  hypertension  of  a prolonged 
elevation  of  blood  pressure  with  left  heart  hyper- 
trophy; focal  glomerulonephritis  with  recurrent  he- 
maturia without  progressive  renal  disease;  and  the 
so-called  idiopathic  type  of  glomerulitis  with  dif- 
fuse proliferation. 

By  definition  poststreptococcal  glomerulonephri- 
tis follows  a streptococcal  infection  which  may  have 
been  confirmed  by  throat  culture.  There  will  be 
serial  changes  in  the  ASLO  titres  on  a markedly 
elevated  single  ASLO  titre  and  the  possible  pres- 
ence of  positive  throat  cultures  in  other  family 
members 

COMPUTER 

Billing  — Bookkeeping  — Taxes 

For  PHYSICIANS  AND  DENTISTS 
. . . Since  1959  . . . 

Manayeaid,  Inc. 

331-9141 


The  clinical  picture  presented  by  the  very  small 
percent  of  patients  who  develop  acute  glomerulo- 
nephritis following  certain  streptococcal  infections 
includes  edema,  hypertension,  encephalopathy,  oc- 
casional heart  failure  from  sodium  and  water  re- 
tention, some  element  of  renal  failure  (although 
this  does  not  always  occur)  with  oliguria,  azotemia, 
proteinuria,  and  red  cells  and  red  cell  casts  in  the 
freshly  collected  concentrated  centrifuged  urine  spe- 
cimen. 

Treatment  consists  of  restricting  fluids  and  so- 
dium, the  use  of  antihypertensives,  and  bed  rest 
during  the  oliguric  phase.  Most  usually  the  patient 
recovers  with  this  regime.  The  use  of  steroids  and 
digitalis  have  no  proven  value.  Penicillin  for  the 
streptococcal  infection  does  not  reduce  the  occur- 
ence of  acute  glomerulonephritis.  The  value  of  pro- 
longed bed  rest  has  not  been  proved.  Elevation  of 
the  sedimentation  rate  and  the  presence  of  red  cells 
and  red  cell  casts  in  the  urine  remain  for  a long 
time  and  have  no  prognostic  value. 

Proteinuria  usually  disappears  after  2-4  months 
but  occasionally  lasts  for  a year.  Quantifying  the 
proteinuria  (100-150  mg/24  hours  is  normal)  is 
the  most  accurate  way  to  follow  this  abnormality. 
Occasionallly  postural  proteinuria  occurs  where  pro- 
tein excretion  is  present  only  when  the  patient  is 
up  and  about  but  not  when  lying  down.  This  has 
the  same  favorable  prognosis  as  the  complete  dis- 
appearance of  proteinuria. 

The  course  of  acute  glomerulonephritis  following 
streptococci  infection  is  usually  one  of  complete 
healing  of  the  glomerular  lesion  without  residual 
renol  disorder.  Oliguria-anuria  over  24-36  hours  in 
length  carries  a series  prognosis;  and.  although  the 
literature  states  that  there  is  a 5 per  cent  mortality 
rate  in  acute  glomerulonephritis,  modern  dialyzing 
technics  should  reduce  this  to  1-2  per  cent  today. 
Between  5-10  per  cent  of  patients  with  this  glo- 
merulonephritis go  on  into  either  the  latent  or 
chronic  stage  of  the  disease. 

The  latent  phase  differs  from  the  chronic  stage 
in  that  there  is  no  demonstrable  abnormal  renal 
function  although  in  both  forms  there  is  abnormal 
protein  excretion.  Most  generally  the  latent  phase 
progresses  into  the  chronic  stage  although  occa- 
sionally the  latent  stage  may  progress  to  complete 
healing. 

A question  and  answrer  period  followed  Doctor 
Chazan's  presentation. 

Adjournment 

The  meeting  was  adjourned  at  10:05  p.m. 

Attendance  48 

Collation  was  served 

Respectfully  submitted, 
Bertram  H.  Buxton,  m.d. 
Secretary 
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Fibular  Fixation  in  the  Management  of  Fractures 
or  Fracture-Dislocations  of  Both  Bones  of  the  Leg 


Internal  Fibular  Fixation  Effective 
In  Management  Of  Both  Bone  Leg 
Fractures. 
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The  Author.  Cyril  /.  Eellavance , M.D.  of  Providence, 
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Fractures,  Rhode  Island  Hospital,  Providence,  R.  /.; 
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Chief  of  Orthopedics,  Newport  Hospital. 


INTRODUCTION 

Rigid  internal  fixation  of  the  fibula  as  a method 
of  treatment  of  selected  fractures  or  fracture- 
dislocations  of  both  bones  of  the  leg  has  been  known 
for  some  time.  Yet  this  method  sporadically  re- 
ferred to  in  the  literature  has  not  been  as  generally 
understood  or  applied  as  might  be  expected  until 
recent  years. 

Lane1  in  his  monograph  ‘‘Operative  Treatment  of 
Fractures”  in  1914  described  and  illustrated  the 
advantages  of  fibular  plating  in  his  discussion  of 
abduction  fractures  of  the  ankle  joint.  In  1927 
Farr2  recommended  open  reduction  of  the  fibular 
fracture  when  it  was  associated  with  badly  com- 
minuted or  compounded  tibial  fractures  in  selected 
cases.  Butterworth  and  Clary3  in  1945  reported  nine 
cases  of  fibular  fracture  plating  in  soldiers  in  the 
Mediterranean  Theater  of  Operations  in  World 
War  II  as  a means  of  providing  adequate  immobili- 
zation of  severely  comminuted  and  compounded 
tibial  fractures,  often  manifesting  shortening  or 
loss  of  tibial  substance.  Preston4  in  April  1952 
advocated  intramedullary  fixation  of  the  fibula  with 
a Steinmann  pin  as  a simple  and  precise  method 
of  reestablishing  and  maintaining  the  disrupted 
“osseoligamentous  ring”  in  bi-  or  trimalleolar  and 
diastatic  distal  fibular  fractures. 

Carpenter  et  al.5  in  April  1952  reported  six  cases 
illustrating  the  fibular  fixation  concept,  and  Cough- 
lin6 in  1955  reported  three  additional  cases.  Rieu- 
nau  and  Gay7  in  1956  reported  seven  cases  of  intra- 
medullary nailing  of  the  fractured  fibula  after  open 
reduction  as  a means  of  managing  associated  supra- 
malleolar tibial  fractures.  Hampton8  in  1957  in  a 
monograph  from  the  Medical  Department,  LTnited 
States  Army,  refers  to  the  successful  fibular  plating 
technique  in  nine  cases.  (Apparently  these  are  the 
same  cases  reported  by  Butterfield  and  Clary.) 

Evans  and  Eggers9  in  January  1959  reviewed  the 
subject  and  reported  fifteen  cases  of  internal  fixa- 


tion of  the  fibula  in  fractures  of  both  bones  of  the 
leg.  Eleven  of  these  were  acute  fractures  of  the 
supramalleolar  region;  the  remaining  four  were 
transcondylar,  diaphyseal,  nonunion  of  the  lower 
third  of  the  tibia,  and  nonunion  in  a supramalleolar 
fracture.  Both  plates  and  intramedullary  nails  were 
used.  O’Phelan  10  in  February  1959  reported  his 
favorable  experiences  using  this  method  in  two 
cases  in  which  he  preferred  Rush  intramedullary 
pins  for  fibular  fixation.  Campbell’s  “Orthopedic 
Surgery"  in  1963  recommended  this  method  of 
treatment  for  several  different  fracture  problems. 

ANATOMICAL  CONSIDERATIONS 
The  anatomical  relationship  of  the  smaller,  less 
weight-bearing  fibula  to  the  larger,  supportive  tibia 
should  be  taken  into  account  (Figure  1).  Essentially 
three  supporting  structures  function  to  secure  both 
(Continued  on  next  page) 
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bones  of  the  leg.  These  are  the  superior  tibiofibular 
articulation,  the  interosseous  membrane,  and  the 
inferior  tibiofibular  articulation.  The  proximal  ar- 
ticulation consists  of  an  arthrodial  joint  which  pre- 
sents flat,  opposing  facets  which  allow  the  fibular 
head  to  abut  somewhat  transversely  against  the 
lateral  tibial  condyle  and  is  substantially  reinforced 
with  anterior  and  posterior  ligaments.  The  interos- 
seus  crests  of  these  bones  are  bound  together  by  an 
interosseous  membrane  which  is  composed  of 
oblique  fibers,  most  of  which  pass  downward  and 
lateralward  from  the  tibia  to  the  fibula.  The  in- 
ferior tibiofibular  articulation  consists  of  a syndes- 
mosis which  strongly  binds  the  lower  adjacent  sur- 
faces of  these  bones  anteriorly,  posteriorly,  infer- 
iorly.  and  interosseously. 

Therefore,  as  Evans,  Eggers9  and  other  advo- 
cates of  this  method  of  treatment  have  stressed, 
the  intact  or  fixed  fibula  lends  itself  readily  as  a 
strut  to  splint  or  realign  certain  fractures  or  distal 
dislocations  of  the  tibia. 

ILLUSTRATIVE  CASES 

Case  1.  A 71 -year-old,  white  male  was  admitted 
to  the  hospital  on  March  28.  1956  with  a history  of 
having  sustained  an  injury  of  his  right  ankle  nine 
days  prior  to  admission,  at  which  time  he  slipped 
on  a wet  linoleum.  The  clinical  and  x-ray  findings 
were  consistent  with  a fracture-dislocation  of  the 
right  ankle. 

Roentgenograms  of  the  right  ankle  on  the  day  of 
admission  revealed  an  oblique  fracture  of  the  dis- 
tal extremity  of  the  fibula.  The  distal  fragments  of 
the  foot  were  displaced  and  rotated  laterally.  This 
produced  a considerable  widening  of  the  mortice 
of  the  ankle  joint.  There  was  no  fracture  of  the 
tibia. 

A closed  manipulation  and  casting  were  carried 
out  on  March  30.  1956.  and  checkup  x-rays  were 
made  of  the  right  ankle  through  the  plaster  cast. 
There  was  still  lateral  subluxation  of  the  foot.  There 
was  also  slight  posterior  subluxation.  The  distal 
fragment  of  the  fractured  fibula  was  displaced  pos- 
teriorly. On  April  11,  1956  an  open  reduction  was 
carried  out  through  a direct  lateral  incision  to  ex- 
pose the  distal  right  fibular  fracture.  The  fracture 
site  of  the  fibula  was  curetted  of  interposed  soft 
tissue  which  would  not  allow  anatomical  reduction. 
After  realigning  the  fractured  fibular  fragments  and 
securing  them  in  anatomical  apposition,  internal 
fixation  was  firmly  achieved  by  inserting  an  intra- 
medullary threaded  tibial  bolt  throught  the  distal 
fibula  to  transfix  the  well-reduced  fracture. 

Further  x-rays  taken  during  this  procedure  re- 
vealed the  medullary  screw  which  had  been  placed 
in  the  lower  fibula.  The  fragments  of  the  fractured 
fibula  were  in  excellent  alignment  and  position. 
Also,  the  mortice  of  the  ankle  joint  appeared  to  be 
normal.  The  wound  was  closed  and  a long-leg  cast 


cast  applied.  The  patient  was  discharged  from  the 
hospital  on  his  fifth  postoperative  day. 

This  patient's  cast  was  removed  in  six  weeks,  and 
he  was  allowed  full  weight  bearing  sixteen  days 
later,  at  which  time  the  x-ray  studies  showed  solid 
union  of  the  fractured  fibula  and  an  excellent  ankle 
mortice.  This  patient  achieved  an  excellent  clinical 
recovery.  He  was  followed  until  he  died  of  natural 
causes  on  July  11,  1959.  (Figures  2 and  3). 


Case  2.  A 33-year-old,  white  male  was  admitted 
to  the  hospital  on  October  19.  1958  after  being  in- 
volved in  an  automobile  accident  in  which  he  sus- 
tained a severely  comminuted  segmental  fracture  of 
the  left  tibia  and  a transverse  fracture  of  the  left 
fibula,  together  with  severe  facial  fractures  and 
lacerations  (Figures  4 and  5). 

On  the  day  of  admission  and  when  the  patient’s 
condition  permitted  he  was  taken  to  the  operating 
room.  An  open  reduction  of  the  left  fibula  was  car- 
ried out.  and  fixation  of  the  fibula  was  established 
with  a six-hole  Sherman  plate  and  screws.  At  no 
time  during  this  open  fibular  reduction  was  the 
hematoma  of  the  tibial  fractures  disturbed.  Follow- 
ing this  procedure  a long-leg,  cylindrical  cast  was 
applied  after  molding  the  tibial  fractured  fragments 
into  a very  satisfactory  reduction  as  demonstrated 
by  x-ray  (Figures  6 and  7). 

While  still  under  anesthesia  his  facial  plastic  sur- 
gery was  also  carried  out.  Later,  on  November  17, 
1958.  he  was  transported  to  the  operating  room  for 
further  facial  surgery.  He  required  no  further  ma- 
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Figure  3. 


nipulations,  cast  wedgings,  or  treatment  of  his  left 
leg  fractures  other  than  cast  immobilization  until 
healing  was  completed.  Solid  union  of  his  leg  frac- 
tures ensued  without  shortening  or  malalignment. 
He  was  discharged  from  follow-up  visits  asympto- 
matic and  will  full  functional  recovery  of  his  left 
leg  fractures  on  February  27,  1961  (Figure  8). 

DISCUSSION 

The  cases  reported  here  demonstrate  the  utiliza- 
tion of  rigid  fibular  fixation  as  a method  of  treat- 
ment of  two  different  leg-injury  situations  and  by 
two  different  means  of  fixation. 

In  the  first  case  an  “irreducible  fracture-disloca- 
tion” of  the  ankle  of  the  type  reported  bv  Bos- 
worth13  was  easily  managed  by  an  open  reduction 
of  the  fibular  fracture  and  firmly  transfixing  it  with 
an  intramedullary  threaded  bolt.  After  this  was  ac- 
complished, the  dislocated  ankle  spontaneously  fell 
into  an  anatomical  reduction. 

In  the  second  case  a severely  comminuted  seg- 
mental shaft  fracture  of  the  tibia  displaying  insta- 
bility and  a butterfly  fragment  associated  with 
one  of  the  fracture  sites  was  permanently  main- 
tained in  a reduced  state  by  securely  plating  the 
concomitant  fibular  fracture. 

Although  at  the  time  these  two  procedures  were 
carried  out  it  was  unknown  to  the  author  that  this 
method  had  been  previously  utilized,  further  in- 
vestigation revealed  that  the  idea  was,  indeed,  not 
original.  The  combined  experiences  of  others,  how- 


ever, has  substantiated  the  soundness  of  this  con- 
cept in  managing  certain  difficult  leg  fracture 
problems  from  the  tibial  transcondylar  region  down 
(Continued  on  next  page) 
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to  the  ankle  joint  itself  in  both  simple  and  com- 
pound wounds  in  which  the  fibular  fracture  is 
amenable  to  internal  fixation. 

Authorities  on  the  subject  repeatedly  stress  the 
fact  that  fractures  or  fracture-dislocations  of  both 
bones  of  the  leg  may  by  open  fibular  fixation  be 
converted  into  fractures  or  dislocations  of  the  tibia 


Figure  7. 


Figure  8. 

alone  in  selected  case-L  The  fibula-splinted  tibial 
fracture  or  dislocation  becomes  satisfactorily  con- 
trolled by  stabilization,  realignment,  and  mainte- 
nance of  proper  length. 

Disturbance  of  the  original  tibial  hematoma  in 
closed  fractures  and  introducing  undue  handling  or 
metallic  implants  into  either  closed  or  opened  tibial 
fractures  are  in  general  avoided. 

Fibular  fixation  by  plating  techniques  has  with- 
stood the  test  of  time,  while  intramedullary  fixa- 
tion of  the  fibula  has  more  recently  renewed  in- 
terest in  this  method.  It  should  perhaps  be  borne 
in  mind  that  intramedullary  fibular  fixation  should 
best  be  of  the  rigid  nonrotary  type  to  insure  rigid 
fibular  fixation.  The  postreduction  management  of 
the  herein  reported  cases  has  been  easily  accom- 
plished, and  no  further  local  treatment  of  the  in- 
juries, other  than  cast  maintenance,  has  been  nec- 
essary. Recent  acute  fractures  or  fracture-disloca- 
tion problems  which  can  be  easily  molded  after  the 
fibula  has  been  fixed  may  lend  themselves  more 
efficaciously  to  this  method. 

Evans.14  who  apparently  reported  the  largest  se- 
ries of  cases,  has  indicated  in  a recent  personal 
communication  that  he  remains  enthusiastic  about 
the  method. 

SUMMARY  AND  CONCLUSIONS 

Personal  experience  in  the  use  of  internal  fibular 
fixation  as  a method  of  treatment  in  an  irreducible 
fracture-dislocation  of  the  ankle  and  an  unstable 
shaft  fracture  of  both  bones  of  the  leg  has  been 
(Concluded  on  Page  105) 
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Progress  Notes  . . . 

KELOIDS  VERSUS  HYPERTROPIC  SCARS 


Injections  of  Steroids  Into  Both 
Types  Of  Lesions  By  Jet  Spray 
Appears  Useful. 

INTRODUCTION 

Despite  well  planned  operations  and  atraumatic 
techniques,  the  surgeon  is  often  defeated  by  the 
formation  of  painful,  pruritic,  unsightly  scars.  Oc- 
casionally repeated  operations  are  required  upon 
the  scars  themselves,  initiating  a vicious  cycle  char- 
acterized by  larger  more  unsightly  scars  and  a 
frustrated  physician.  Too  often  all  scars  of  this 
nature  are  placed  in  the  waste  basket  category 
“keloid.”  Many  of  these  so-called  keloids  are  in 
reality  hypertrophic  scars;  accurate  diagnosis  can 
be  most  helpful  in  the  treatment. 

CHARACTERISTICS  OF  KELOIDS 
A keloid  is  an  abnormal  proliferation  of  fibrous 
elements  localized  in  the  dermis.  Alibert  in  1816 
is  said  to  have  been  the  first  to  use  the  term  ke- 
loid (Cheloide)  and  to  describe  this  clinical  con- 
dition. He  likened  the  extension  of  the  mass  of 
scar  tissue  into  the  dermis  to  claws.1, 2 This  ability 
to  invade  surrounding  normal  tissue  is  an  impor- 
tant diagnostic  feature.  The  lesion  grows  inter- 
mittently, does  not  regress  spontaneously,  and  has 
a tendency  to  recur  after  excision.  The  lesions  are 
often  painful,  and  pruritus  is  frequent.  L'lceration 
is  rare,  and  skin  bridges  are  sometimes  present. 
Initially  the  lesions  are  red;  later  the  keloid  be- 
comes less  vascularized,  elevated,  and  much  firmer 
than  normal  tissue. 

The  lesions  occur  much  more  frequently  in  the 
upper  half  of  the  body  especially  the  head,  neck, 
and  chest.  Submucosal  keloids  do  not  occur. 

There  has  been  an  impression  that  keloids  un- 
commonly undergo  malignant  change.  Horton, 
Crawford,  and  Oakely  have  carefully  searched  the 
literature  and  documented  only  one  case  in  which 
a keloid  was  reported  to  have  become  malignant, 
as  well  as  one  case  they  encountered  in  a forty 
year  old  female.6  This  lesion  was  a basal  cell  car- 
cinoma of  the  lower  lip  in  a keloid  following  sur- 
gical removal  and  x-ray  treatment  with  recurrence. 
Unexplained  rapid  growth  in  a keloid  may  indicate 

*From  the  Department  of  Surgery,  Division  of  Plas- 
tic Surgery,  Rhode  Island  Hospital.  Providence,  R.I. 
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malignant  change,  although  this  is  so  rare  that  ke- 
loids are  usually  excluded  from  the  listing  of  true 
premalignant  diseases. 

Although  the  exact  cause  of  keloid  formation  is 
not  known,  a considerable  amount  is  known  about 
the  clinical  course.  Some  individuals  are  felt  to  be 
keloid  formers,  and  multiple  keloids  will  be  found 
at  the  sites  of  operative  wounds  in  different  areas 
on  their  bodies.  Keloids  are  prone  to  occur  where 
there  has  been  prolonged  infection  and  in  granulat- 
ing wounds.  Severe  burns,  especially  those  caused 
by  acid,  are  particularly  prone  to  form  heavy  scars 
and  occasionally  keloids. 

Racial  influence  is  important,  as  keloids  are  more 
frequently  seen  in  the  Negro.  The  deeply  pigment- 
ed, swarthy,  oily  skin  is  more  prone  to  keloid  for- 
mation, than  the  light,  thin,  dry  skin.  There  is  a 
greater  incidence  of  keloids  in  women,  with  a peak 
incidence  noted  in  the  immediate  postpuberal  years. 
Speculation  as  to  hormone  stimulation  has  appeared 
in  literature;  however,  it  is  not  well  documented. 

CHARACTERISTICS  OF  HYPERTROPHIC  SCARS 

The  amount  of  scar  formation  in  a wound  varies 
according  to  whether  the  wound  heals  by  first  in- 
tention or  second  intention.  Despite  this,  there  is 
a tremendous  variation  in  the  amount  of  scar  for- 
mation in  a individual  patient.  Careful  wound 
closures  occasionally  result  in  hypertrophic  scars, 
much  to  the  dismay  of  the  surgeon.  Hematoma  for- 
mation, infection,  devitalized  tissues,  dressing  meth- 
ods, and  wound  closure  methods  all  contribute  to 
the  amount  of  scar  formed.  Foreign  bodies  stimu- 
late fibrous  tissue  proliferation. 

Age  and  sex  of  the  patient  also  influence  the 
amount  of  fibroblastic  activity,  which  is  greater  in 
children  and  less  in  elderly  patients.  The  relation- 
ship of  the  wound  to  tension  lines  of  the  skin  can 
influence  spreading  of  the  scar  postoperatively. 
Muscle  pull  on  a wound  will  continually  stimulate 
fibroblastic  activity,  resulting  in  hypertrophic  scars. 
Scars  that  cross  joints,  and  are  consequently  sub- 
jected to  pull,  will  tend  to  spread  and  hypertrophy. 

Scar  formation  differs  in  different  areas  of  the 
body.  Wounds  are  most  easily  concealed  on  the 
(Continued  on  next  page) 
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eyelids,  neck,  and  palms  of  the  hands.  The  back, 
chest,  and  upper  arms,  and  lower  extremities  are 
much  more  prone  to  suture  marks  and  heavy  scar- 
ing. Tension  placed  on  wound  closure  also  con- 
tributes to  the  degree  of  scaring. 

Hypertrophic  scars  do  not  extend  into  normal 
surrounding  tissue.  Many  of  the  symptoms  com- 
mon to  hypertrophic  scars  such  as  pruritus,  red- 
ness and  occasional  pain  can  be  relieved  by  immo- 
bilization. Plaster  casts  are  the  best  form  of  im- 
mobilization, and  regression  of  the  hypertrophic 
scar  during  the  period  of  immobilization  is  not  in- 
frequent. This  is  a helpful  method  of  differential 
diagnosis  between  a hypertrophic  scar  and  a keloid. 

HISTOLOGIC  FEATURES 

The  histologic  features  of  a keloid  include  thick 
homogeneous  eosinophilic  bands  of  collagen  inter- 
mixed with  thin  collagenous  fibers  and  large  active 
fibroblasts.  The  lesion  occupies  the  dermis.  The 
sweat  glands,  sebaceous  glands,  follicles,  and  ar- 
rectores  pilorum  are  atrophic,  destroyed,  or  dis- 
placed by  the  scar.  The  epidermis  may  be  atrophic 
or  only  slightly  altered  by  fusion  and  irregular  pat- 
tern of  the  pegs.  The  ordinary  scar  of  the  skin  is 
more  cellular  than  a keloid  and  is  composed  of 
uniformly  thinner  collagen  fibers.  In  both  instances 
elastic  tissue  is  diminished  or  absent.  Early,  an 
embryonic  vascular  fibroblastic  overgrowth  is  seen. 
There  is  a gradual  change  as  time  goes  on  from 
an  embryonic  fibroblastic  hyperplasia  to  overgrowth 
of  adult,  rather  avascular  hvalinized  connective 
tissue. 

In  a hypertrophic  scar  there  is  excessive  fibrous 
tissue  formation,  but  within  the  original  limits  of 
the  wound.  In  contrast  in  a keloid  the  fibrous  tissue 
formation  is  not  only  excessive,  but  extends  beyond 
the  original  limits  of  the  wound. 

It  is  difficult  microscopically  to  distinguish  a 
keloid  from  a hypertrophic  scar  or  a fibroma.  In 
all  three  states  collagen  is  an  important  constituent. 
In  a typical  keloid  the  collagen  fibers  are  arranged 
in  nodular  masses  which  extend  and  grow  irregu- 
largly  into  the  surrounding  dermis  and  subcutan- 
eous tissue  where  they  blend  into  the  surrounding 
normal  collagen.  In  a fibroma  the  growth  of  col- 
lagen fibers  is  uniform,  and  a capsule  is  created  at 
the  boundary  with  the  surrounding  tissues.  There 
is  no  blending  at  the  periphery  between  collagen 
fibers  of  the  tumor  and  a normal  collagen  bundle. 
In  a hypertrophic  scar,  which  more  closely  resem- 
bles the  keloid,  the  collagen  fibers  grow  more  uni- 
formly and  tend  to  lie  parallel  to  lines  of  force 
across  the  scar.  As  in  the  keloid,  these  fibers  blend 
with  the  surrounding  normal  collagen  fibers  at  the 
periphery. 

PREVENTION 

Local  preventive  management  to  reduce  the  phe- 
nomenon of  proliferative  fibroplasia  in  wounds  is 


that  of  sound  surgical  principles.  Asepsis,  debride- 
ment, incisions  made  perpendicular  to  the  skin 
along  normal  lines  of  tension,  meticulous  hemostasis 
careful  wound  apposition  with  slight  eversion,  and 
avoidance  of  tension  of  the  skin  edges  reduce  ex- 
cessive fibroplasia.  Aggressive  control  of  infected 
wounds,  extraction  of  foreign  bodies  from  the 
wound,  and  immobilization  of  the  wound  by  splint- 
ing, pressure  dressings,  or  plaster  casts  improve  the 
chances  for  a fine  scar. 

Avoiding  unnecessary  surgery  in  patients  who 
have  already  demonstrated  their  ability  to  form  a 
keloid  or  whose  racial  tendencies  are  known  to  pro- 
duce a higher  incidence  of  keloids  and  hypertrophic 
scars  should  be  mentioned.  Most  physicians  for 
example  have  witnessed  the  sorrowful  state  of  the 
young  Negro  girl  with  keloids  resulting  from 
pierced  ears.  The  continued  excision  of  these  le- 
sions only  leads  to  further  accumulative  keloid 
formation  and  eventual  complete  destructions  of 
the  shape  of  the  ear  lobule. 

TREATMENT 

There  is  to  date  a multitude  of  treatments  which 
have  been  used  for  both  keloids  and  hypertrophic 
scars.  These  include  freezing  with  liquid  nitrogen 
or  dry  ice,  repeated  peeling  with  a cold  quartz 
lamp,  injections  of  creosote  in  olive  oil,  ultrasonic 
therapy,  surgical  removal,  irradiation,  injections  of 
hormones,  and  hyaluronidase.4  The  latest  drugs  to 
gain  favor  are  cortisone  derivatives  and  ACTH3 

As  previously  mentioned  hypertrophic  scars  will 
occasionally  regress  with  immobilization.  When 
these  scars  cross  lines  of  tension,  their  revision  em- 
ploying the  principles  outlined  in  the  previous  sec- 
tion and  substitution  of  multiple  Z-plasties  for  the 
straight-line  scar  frequently  leads  to  a much  im- 
proved result  by  relieving  the  tension  on  the  wound. 
Multiple  staged  partial  excisions  of  wide  scars, 
placing  the  excision  within  the  scar,  can  be  useful. 
The  last  excision,  after  months  of  softening,  can 
then  encompass  the  entire  scar  and  lead  to  a more 
pleasing  result. 

Possibly  the  most  widely  used  treatment  for  ke- 
loids is  excision  and  postoperative  x-ray  therapy. 
Preoperative  and  postoperative  x-ray  therapy  has 
also  been  used;  however,  many  radiation  therapists 
are  reluctant  to  use  this  modality  for  the  treatment 
of  benign  lesions. 

Of  great  importance  was  the  introduction  by 
Conway  and  Stark  in  1951  of  local  and  systemic 
hormone  therapy  using  ACTH  and  adrenal  ster- 
oids.3 The  injection  of  these  hormones  into  keloids 
relieved  symptoms  of  pain  and  itching,  but  caused 
no  apparent  improvement  in  the  appearance  of  the 
scar.  In  1963  Murray  reported  the  use  of  triam- 
cinolone acetonide  for  the  treatment  of  keloids.9 
He  showed  significant  improvement  by  injecting  the 
drug  into  the  wound  margin  after  surgical  excision 
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or  dermabrasion  of  the  keloids.  In  1966  Griffith 
and  Ketchum  reported  significant  relief  of  symp- 
toms and  improvement  of  the  appearance  of  keloids 
following  the  intralesional  injection  of  triamcino- 
lone acetonide.5’ 8 

Recently  refinement  of  the  technique  by  use  of 
a new  instrument  called  the  dermo-jet  for  the  in- 
tralesional injection  of  keloids  and  hypertrophic 
scars  has  been  described.18  This  is  a needless 
pressure  injection  syringe  for  the  intradermal  in- 
filtration of  drugs  in  a soluble  state.  Encouraging 
results  have  been  reported  and  observed  in  personal 
cases  in  both  hypertrophic  scars  and  keloids  by 
the  use  of  this  intralesional  technique  both  by  the 
routine  injection  technique  and  the  new  dermo-jet 
technique.  It  has  been  noted  that  patients  in  whom 
the  lesion  does  not  regress  have  nevertheless  bene- 
fited by  a reduction  or  alleviation  of  pruritis  and 
local  pain.  Early  experimental  evidence  suggests 
that  these  agents  exert  a collagenase-like  action  or 
enhance  the  activity  of  collagenases  to  a significant 
extent.7  Triamcinolone  acetonide  has  proved  to  be 
the  most  effective  steroid  tested. 

SUMMARY 

Hypertrophic  scars  and  keloids  are  separate  clinical 
entities,  which,  although  similar  in  appearance,  can 
be  distinguished  by  their  natural  history.  Most 
important  in  this  regard  is  the  invasion  of  normal 
tissue  by  keloid,  but  not  by  hypertrophic  scar. 
The  occasional  spontaneous  regression  or  remission 
of  the  hypertrophic  scar  also  serves  to  differentiate 
the  lesions,  as  keloids  do  not  remit.  Since  the  his- 
tologic appearance  of  the  two  lesions  is  similar, 
differential  diagnosis  by  microscopic  examination 
is  in  many  cases  not  possible. 

Accurate  diagnosis  is  important  in  selecting  the 
method  of  treatment.  Surgical  revision  by  breaking 
up  of  the  scar  with  Z-  or  W-plasties  can  greatly 
improve  a hypertrophic  scar;  however,  the  same 
technique  may  prove  disastrous  in  a keloid.  Re- 
cent encouraging  results  with  intralesional  injec- 
tions to  triamcinolene  acetonide  in  both  keloids 
and  hypertrophic  scars  have  been  describel. 
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FIBULAR  FIXATION  IN 
MANAGEMENT  OF  FRACTURES 

(Concluded  from  Page  102) 

described.  The  experience  of  others,  the  anatomical 
considerations,  and  rationale  have  also  been  re- 
viewed. More  extensive  applications  of  the  princi- 
ples applied  in  this  method  appear  to  be  justified. 
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THE  CHANGING  COMPLEXION  OF 
MEDICAL  CARE* 

GUSTAVO  A.  MOTTA,  M.D. 


The  Growth  Of  Specialization  Is 
Inevitable , But  Family  Practice 
Must  Be  Preserved. 


For  the  past  quarter  century  I have  seen  a 
great  change  in  the  private  practice  of  medicine. 
The  days  when  the  physician  took  care  of  the  pa- 
tient as  a whole  person,  both  as  an  individual  and 
as  an  integral  part  of  the  family  unit  in  a home 
environment,  have  gradually  been  replaced  by  an 
era  in  which  care  is  given  by  doctors  working  in 
groups  or  in  association,  and  by  care  in  the  hos- 
pital. where  each  physician  specializes  in  limited 
disease  or  organ  entities.  The  patient  is  divorced 
from  family  ties,  and  divided,  so  to  speak,  into 
body  systems;  these  systems  are  then  apportioned 
off  to  the  specialists,  an  organ  at  a time. 

Instead  of  treating  the  whole  person,  we  are 
treating  the  disease!  How  often  has  the  integrated 
whole  been  forgotten  in  the  treatment  of  its  parts? 
But  the  human  organism  functions  as  a whole  be- 
cause of  the  inner  person,  the  individual  guiding 
force.  Advances  in  medical  knowledge  have  placed 
an  overwhelming  burden  on  the  physician's  capacity 
to  absorb  and  retain  information;  no  one  man  is 
capable  of  absorbing  and  retaining  all  this  knowl- 
edge. 

In  the  fragmentation  of  the  patient,  specialization 
has  brought  forth  marked  advances  in  cures  of  or- 
gan and  system  diseases.  However,  with  the  loss 
in  care  of  the  fragmented  whole  person,  there  has 
been  produced  an  increase  in  those  conditions  which 
arise  from  the  psyche,  or  personality,  of  the  indi- 
vidual In  the  past,  these  were  most  often  adequate- 
ly treated  by  the  family  physician  — by  one  con- 
sidered to  be  part  of  the  family  unit  - — who  had 
knowledge  not  only  of  the  physical,  but  also  of  the 
moral,  economic,  and  social  overtones  of  each  unit. 
Today,  with  a decrease  in  the  number  of  family 
physicians,  more  and  more  patients  are  seeking 
psychologic  and  psychiatric  help. 

Specialization  has  been  an  inevitable  result  of  in- 
creases in  scientific  knowledge  and  new  technical 
equipment.  Because  of  this  specialization  the  hos- 
pital has  changed  its  past  image  of  a last  resort  for 
terminal  illness  to  a highly  organized  complex  in- 

*Presidential  address  delivered  at  the  121st  Annual 
Meeting  of  the  Providence  Medical  Association,  at 
Providence,  R.I.,  January  8,  1968. 


The  Author.  Gustavo  A.  Motta,  M.D.,  of  Providence, 
R.  I.  President,  1967 , The  Providence  Medical  Associa- 
tion. 


stitution  providing  supporting  services  demanded  by 
modern  medical  care.  Developing  this  concept  fur- 
ther, hospital  leaders  have  come  to  feel  that  the 
hospital  should  be  the  center  of  all  health  services, 
where  paramedical  assistants  are  trained,  and  full 
diagnostic  services  are  available.  Because  of  the 
demands  of  time,  and  because  of  his  patient  load, 
the  physician  has  contributed  immensely  to  this 
transfer  of  many  routine  office  and  home  treatments 
to  the  hospital,  for  emergency  and  out-of-hours 
care. 

At  the  hospital  the  patient  is  engulfed  by  the 
inanimate,  cold-painted  walls  of  the  corridors  and 
waiting  rooms.  After  waiting,  checking  and  filling 
out  forms  with  impersonal  paramedical  attendants, 
he  is  seen  by  a busy,  overworked  nurse  who  ushers 
him  to  an  appropriate  physician  where  he  is  given 
excellent  scientific,  but  again,  impersonal  treatment. 
He  is  then  sent  home,  or  to  an  appropriate  follow- 
up facility.  At  first  the  patient  is  thankful  for  the 
medical  care  given  him.  but  then,  slowly,  the  lack 
of  the  mental  warmth  of  personal  sympathetic  care 
begins  to  produce  varying  degrees  of  mental  trau- 
ma. An  additive  psychologic  and/or  psychiatric 
disease  may  be  produced. 

Advances  in  science  and  technology  are  not  the 
only  causes  for  the  change  in  medical  practice.  The 
revolution  in  socio-economic  conditions  has  also 
played  a part  in  this  change.  Alterations  in  the  con- 
cept of  modern  home-family  life,  mass  migrations 
to  suburban  living,  increased  mechanized  mobility 
of  the  populace,  the  unprecedented  prosperity  of 
the  American  people,  and  a more  knowledgeable 
and  educated  public,  have  all  played  their  part  in 
this  change.  The  increased  competition  with  the 
‘•Joneses’"  and  the  loss  in  most  home  of  the 
mother-stabilizing  force — because  of  socio-econom- 
ic changes  — create  more  psychic  injury  to  the 
units  that  make  up  family  life.  Again  we  have  more 
potential  for  psychologic  and  or  psychiatric  dis- 
orders. L'nless  we  overcome  this  trend  society’s 
norm  will  be  the  psychologically  disturbed  and 
psychiatric  person.  Will  they  become  the  majority 
in  society? 

The  pendulum  must  swing  in  the  opposite  direc- 
tion if  society  is  to  be  stabilized.  The  claiming  of 
graduating  physicians  by  fixed  installations,  the 
Armed  Forces,  public  health  units,  and  government 
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welfare  programs,  must  be  stopped,  and  the  number 
of  graduating  physicians  trained  for  family  medi- 
cine must  b?  increased,  even  if  it  means  a dimi- 
nution in  the  number  of  future  specialists.  Med- 
ical educators  should  expand  facilities  to  provide 
for  this  increase.  The  government  should  divert 
more  of  the  money  marked  for  research  grants  to 
this  field  of  public  need  — family  physicians.  We 
as  doctors  should  inculcate  the  younger  student 
with  a fervent  desire  to  help  humanity  by  becoming 
an  integral  member  of  many  families,  thus  making 
the  student  realize  more  fully  what  a whole  and 
complete  life  can  be  in  store  for  him  in  society. 

With  the  advances  of  scientific  medical  knowl- 
edge and  the  decreased  numbers  of  practicing  phy- 
sicians in  a mushrooming  population,  there  has  been 
born  as  an  appendage  to  total  medical  care — an  ap- 
pendage which  has  grown  and  grown  and  which 
threatens  to  engulf  private  medical  practice  from 
all  sides — the  field  of  voluntary  and  government 
health  services.  These  services  are  of  immense  help 
to  the  total  medical  care  rendered  their  individual 
segments  of  medicine,  when  properly  administered. 
With  the  increase  in  these  activities,  there  has  been 
an  even  greater  infiltration  of  government  partici- 
pation - — a government  with  its  apparently  bot- 
tomless purse  of  money  — money  which  could  be 
put  to  much  greater  public  good  if  organized  med- 
icine were  first  consulted  in  its  expenditures — and 
not  after  it  becomes  a "fait  accompli.” 

Examples  of  this  failure  to  seek  medical  advice 
were  evident  in  the  development  of  neighborhood 
health  centers  in  Providence,  and  Marathon  House 
in  Coventry,  by  Progress  for  Providence,  Inc.,  the 
local  agency  operating  under  the  Federal  Office  of 
Economic  Opportunity.  Both  our  Association,  and 
the  State  Medical  Society,  have  always  been,  and 
always  will  be,  ready  to  aid  and  assist  any  program 
that  aims  to  improve  the  health  of  the  general  pub- 
lic, provided  the  program  offers  the  highest  quality 
medical  care  for  those  persons  it  seeks  to  benefit. 

Our  Association  sought  to  advise  the  new  agency 
in  its  endeavors.  We  also  named  a committee  in 
April,  1967,  to  be  available  for  consultation  and 
advice  to  Progress  for  Providence,  in  its  plans.  But 
the  agency  made  no  approach  to  the  committee 
until  late  December,  and  meanwhile  it  furthered  its 
clinic  arrangements  and  launched  a drug  addiction 
clinic  without  any  medical  supervision,  and  with 
no  reported  provision  for  scientifically  controlled 
studies  and  adequate  follow-up  of  the  patients  to 
be  treated. 

The  attitude,  it  seems  to  me,  was  that  Federal 
money  was  available  to  be  spent,  and  a program 
had  to  be  instituted.  Community  health  planning 
was  secondary,  especially  since  pre-existing  facili- 
ties that  were  available,  were  bypassed.  I cannot 


help  but  wonder  what  return  in  medical  care,  in 
proportion  to  the  dollars  spent,  the  public  has  ac- 
tually received  from  these  programs. 

An  example  of  a cooperative  and  harmonious  en- 
deavor can  be  seen  when  your  Executive  Commit- 
tee was  approached  regarding  the  R.I.  Hospital 
Multiphasic  Screening  Program.  This  is  one  of  four 
federal  units  to  be  developed  country-wide.  The 
State  Health  Department  will  receive  the  grant  and 
the  Rhode  Island  Hospital  will  operate  the  pro- 
gram. Oniv  those  individuals  referred  by  physicians 
won  d receive  a series  of  laboratory  tests  and  stud- 
ies. The  resultant  data  would  be  processed,  and  the 
automated  results  reported  on  a single  card  which 
would  be  sent  to  the  referring  physician  —and  to 
nc  one  else. 

With  the  advance  of  scientific  knowledge  and 
equipment  for  medical  care  the  cost  to  the  recipi- 
ent. the  patient,  has  mushroomed.  With  this  mush- 
looming  of  expenses  a means  of  meeting  this  bur- 
den had  to  be  found.  Thus,  third  party  payment  of 
the  major  portion  of  insured  costs  was  sought.  Or- 
ganized medicine  has  always  been  in  the  forefront 
in  helping  to  establish  a means  for  alleviating  the 
expense  of  medical  care  — - always  with  the  view 
of  helping  the  patient,  the  consumer.  But  before 
going  into  third  party  in  medicine,  I would  like  to 
prick  the  bubble  of  furor  created  by  the  press  and 
by  magazine  articles  regarding  the  spiraling  cost  of 
medical  care,  and  at  the  same  time  relate  it  to  the 
statement  that  increased  doctors'  fees  are  the  cause. 
Costs  of  medical  care  have  increased  as  have  so 
many  other  items,  but  no  one  has  taken  the  effort 
to  check  the  small  amount  of  this  cost  that  can  be 
attributed  directly  to  doctors’  fees.  I am  sure  that 
drugs  and  hospital  costs  are  the  main  reason  for 
the  increase.  But  has  the  cost  of  medical  care  ac- 
tually increased  proportionately  to  other  costs?  Pub- 
lished in  TIME  magazine,  in  its  November  3,  1967 
issue,  was  a chart  released  by  the  Bureau  of  Labor 
Statistics  in  which  was  presented  a breakdown  of 
the  dollar,  comparing  1959  to  1966,  as  spent  by  an 
urban  family  of  four  of  moderate  living-standards. 

In  1959  this  family  had  an  income  of  $6,098  and 
was  able  to  get  along.  In  1966  for  the  same  re- 
quirements it  needed  $9,191.  I will  not  bore  you 
with  all  the  statistics.  Though  housing,  life  insur- 
ance, gifts,  social  security,  transportation,  personal 
taxes  and  other  general  family  consumption  showed 
a proportionate  increase,  the  total  amount  allotted 
to  medical  care  rose  from  $323  to  $469;  but,  per- 
centagewise in  relation  to  the  total  increase,  med- 
ical care  costs  dropped  from  5.3  per  cent  to  5.1  per 
cent.  I need  comment  no  further;  the  figures  speak 
for  themselves. 

To  return  to  third  party  in  medicine:  In  order 
to  alleviate  the  cost  of  medical  care,  the  Rhode  Ts- 
(Coiitinucd  on  next  page) 
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land  Medical  Society,  eighteen  years  ago,  entered 
into  an  agreement  with  the  public  whereby  physi- 
cians underwrote  the  costs  of  medical  care  for  the 
low'  income  segment  of  the  people  of  Rhode  Island. 
We  agreed  to  take  a reduced  fee  so  that  private 
medical  care  could  be  provided  to  the  indigent  and 
low  income  patient.  Rhode  Island  Blue  Cross  was 
asked  to  be  the  fiscal  administrator  of  the  plan. 
Thus,  the  Rhode  Island  Medical  Society  Physicians 
Service  Plan  was  born,  a perfect  example  of  or- 
ganized medicine's  continuing  effort  to  help  the 
consumer — the  public. 

With  the  development  of  prepayment  insurance 
for  predictable  hospital  diseases,  the  Rhode  Island 
Medical  Society  Physicians  Service  Plan,  originally 
for  catastrophic  illnesses,  evolved  into  a coverage 
for  a greater  and  greater  segment  of  consumer 
health  services  for  a greater  and  greater  variety  of 
buyers,  influenced  by  labor,  management,  insur- 
ance agents  and  state  commissioners  of  business 
regulation.  With  each  expansion,  the  organizers  of 
the  plan,  the  Rhode  Island  physicians,  have  had 
less  and  less  control  of  the  administration  of  the 
plan.  Even  though,  as  physicians,  we  underwrote 
the  original  program  we  are  now  told  that  we  are 
not  honest  enough  to  continue  controlling  our  fees! 
We  now  have  not  only  third  party  intervention 
between  doctor  and  patient,  but  also  fourth  party 
control  of  the  third  party  who  represents  the  first 
and  second  parties.  Where  will  this  stop?  — No- 
body knows! 

Organized  medicine  should  give  thought  to  the 
feasibility  of  withdrawing  from  the  insurance  bus- 
iness and  returning  to  its  own  calling  — Medicine. 
Perhaps  we  should  withdraw’  as  participating  phy- 
sicians, and  allow  Physicians  Service  to  compete 
with  other  insurance  companies,  thereby  giving  the 
consumer  better  bargaining  power.  Then,  we  men 
of  medicine  could  practice  medicine  and  return  to 
the  original  physician-patient  relationship  without 
third  party  interference.  For  never,  before  the  ad- 
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vent  of  third  parties,  has  the  doctor's  time  been  so 
consumed  with  mounds  of  paper  work,  and  his 
relations  with  his  patient  been  so  strained  by  the 
need  for  third  party  monetary  explanations. 

There  are  many  problems  confronting  medicine, 
and  I could  continue  enumerating  them.  But  I do 
not  have  answers.  I hope  the  few  problems  I have 
mentioned  help  make  you  realize  the  changing  com- 
plexion of  medicine  today  and  our  need  to  take  a 
more  active  part  in  its  future,  thereby  aiding  so- 
ciety to  stabilize  itself. 

I would  like  to  take  this  occasion  to  thank  sin- 
cerely the  officers  and  Executive  Committee  of  our 
Association.  I am  deeply  indebted  to  them  for  their 
wmnderful  cooperation.  I commend,  also,  our  Exec- 
utive Secretary,  for  without  him  the  burden  of  car- 
rying on  the  functions  of  this  organization  would 
be  overwhelming.  To  the  entire  membership,  I ex- 
tend gratitude  for  the  honor  accorded  me  as  your 
president.  And  to  Dr.  William  MacDonald,  our 
new'  president,  and  his  officers  and  Executive  Com- 
mittee. I extend  wishes  for  a successful  and  fruitful 
year. 


ONE  SENTENCE  ESSAY 

The  pleasures  of  the  senses  pass  quickly;  those 
of  the  heart  become  sorrow's;  but  those  of  the  mind 
are  with  us  even  to  the  end  of  the  journey. 

. . . Spanish  proverb 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 


Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuoerculosis.  Available  in  5 s and  25’s. 
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ATTEMPTED  SUICIDE  IN  ADOLESCENTS* 


LAURENCE  A.  SENSEMAN,  D.D. 


All  Patients  Who  Have  Seriously 
Attempted  Suicide  Should  Be  Hos- 
pitalized. 

Suicide  is  now  one  of  the  12  leading  causes  of 
death  in  the  United  States.1  There  are  approximate- 
ly 22,500  such  deaths  each  year  in  the  United 
States,  or  about  one  every  20  minutes.2  If  unrecog- 
nized suicides  were  included,  it  would  amount  to 
possibly  50,000  a year.  It  has  been  estimated  that 
there  are  five  unsuccessful  attempts  for  every  suc- 
cessful suicide;  thus  approximately  100,000  persons 
each  year  will  attempt  to  destroy  themselves.  Sui- 
cide is  thus  a major  public  health  problem3  (Table 
1). 

Nevada  has  the  highest  rate  of  certified  suicides 
in  the  United  States,  19.5  per  100,000.  In  Rhode 
Island  and  Mississippi  the  rates  fall  well  below  the 
national  ratio  of  11.1  per  100,000  (8.2  per  100,000 
in  1966  and  7.6  per  100,000  in  1967  in  Rhode  Is- 
land4 (Table  2).  Suicide  is  the  second  ranking 
cause  of  death  among  college  students.  In  the  age 
group  15  to  19  it  is  the  third  ranking  cause  of  death. 
There  are  nearly  three  adolescent  deaths  a day; 
some  experts  say  the  true  figure  may  be  5,000  a 
year.5 

The  most  important  rule  to  follow  in  suicidal  at- 
tempts is  to  take  them  seriously.  Most  children  who 
destroy  themselves,  or  try  to  do  so,  feel  that  suicide 
is  their  only  way  out  of  a difficult  situation.  The 
attempt  should  be  treated  as  an  emergency  with 
prompt  medical  and  psychiatric  care.  Repeated  at- 
tempts are  always  a real  possibility,  and  the  rate 
of  success  increases  with  successive  attempts.  Par- 
ents, peers,  poverty,  pregnancy,  or  broken  homes 
account  for  a high  percentage  of  adolescent  suicides. 

The  methods  used  are  of  interest.  Young  women 
take  an  overdose  of  some  medication,  usually  seda- 
tives, while  young  men  tend  to  use  firearms  or  tran- 
quilizers prescribed  by  the  physician  (Figs.  1 and 
2). 

One  hundred  consecutive  adolescents  between  the 
ages  of  14  and  21  admitted  to  the  Fuller  Memorial 
Sanitarium  are  under  study.  Of  this  group  19  made 
some  threats  at  self-destruction,  while  25  others 

^Presented  at  the  Annual  John  F.  Kenney  Clinic 

Day,  Pawtucket  Memorial  Hospital,  November  1, 

1967. 


The  Author.  Laurence  A.  Senseman,  M.D.,  of  Lincoln, 
R.l.  Former  Chief,  Department  of  Neurology  and  Psy- 
chiatry, Pawtucket  Memorial  Hospital;  Medical  Direc- 
tor, Fuller  Sanitarium , South  Attleboro,  Massachusetts. 


made  one  or  more  suicidal  attempts.  Twelve  both 
threatened  and  attempted  self-destruction.  This 
constitutes  56  per  cent  of  the  100  adolescents  stud- 
ied. Fourteen  had  been  married  (2  were  already 
separated),  while  42  were  single.  There  were  40 
females  and  16  males. 

Thirty-eight  per  cent  of  the  total  of  adolescents 
had  parents  who  were  separated  or  divorced.  In 
five  per  cent,  one  of  the  parents  had  died  (4  moth- 
ers, 1 father).  Only  one  of  these  attempting  suicide 
reported  that  the  mother  had  died.  Nine  gave  fam- 
ily history  of  threats  or  attempts  at  suicide.  The 
diagnoses  were:  reaction  to  adolescence  30;  schizo- 
(Continued  on  next  page) 

TAB  LE  I . 

The  unnatural  plagues : accidents,  suicide,  homicide. 
Accidents  are  the  No.  4 cause  of  death. 


Cause 

*Death  Rate  of 
Number  100,000 

of  Deaths  Population 

Accidents 

106,900 

55.2 

Motor  vehicle  accidents 

48,900 

25.2 

Other  accidents 

58,000 

29.9 

Suicide 

22,560 

11.6 

Homicide 

10,340 

5.3 

Total 

139,800 

72.1 

* Provisional  statistics,  1965 
Violent  death  is  defined  as  accidental  death,  suicide, 
or  homicide.  There  were  an  estimated  139,800  violent 
deaths  in  1965.  Accidents  accounted  for  about  3 of  4 
violent  deaths.  Motor  vehicle  accidents  alone  caused 
almost  49,000  deaths  in  1965,  or  about  35  per  cent  of 
all  violent  deaths.  Every  year,  more  than  50  million 
persons  are  injured ; accidents  are  the  leading  cause 
of  death  among  persons  1-37  years  of  age,  and  the 
fourth  leading  cause  of  death  among  persons  of  all 
ages.  Many  suicides  are  undoubtedly  certified  as  deaths 
from  other  causes,  and  it  has  been  estimated  that  the 
true  number  of  suicides  is  2-3  times  the  official  figure. 
In  10-15  per  cent  of  deaths,  there  may  be  substantial 
doubt  as  to  whether  to  classify  them  as  natural  death, 
accidental  death,  suicide,  or  homicide. 


TABLE  II. 

RHODE  ISLAND  RATE  OF  SUICIDES 


Number 

Rate  per 
100,000 

Number 
Under  21 

1961 

52 

6.0 

4 

1962 

53 

6.0 

2 

1963 

64 

7.4 

0 

1964 

84 

9.4 

8 

1965 

58 

6.5 

3 

1966 

74 

8.2 

6 

National  Rate  — approx.  20,000  American  suicides 
each  year. 
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Which  .ire  (he  most  frequent 
methods  of  suicide? 
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Figure  1.  (Reference  Patterns  of  Disease,  Parke, 
Davis  & Co.) 


Figure  2.  Collection  of  instruments  of  self  destruc- 
tion. 


missed  from  this  job  after  a short  time  because  of 
‘•blackouts.” 

She  is  the  youngest  of  three  daughters.  Her 
parents  are  of  the  middle  working  class.  The  usual 
childhood  diseases  were  reported.  There  had  been 
no  serious  accidents.  She  was  described  as  a happy 
child  and  usually  close  to  her  sisters.  She  had  had 
her  first  blackout  when  the  middle  sister  planned 
to  marry.  She  was  admittedly  jealous  of  the  oldest 
sister  who  was  an  A student.  Patient  was  never  a 
good  student  and  considered  herself  "dumb.” 

Her  mother  is  a quiet,  pleasant  but  possessive 
woman  who  kept  the  relationship  with  patient  at 
an  infantile  level.  Her  father  is  a firm,  taciturn  man 
towards  whom  the  patient  had  a passive  attitude. 
Patient  said  she  hated  her  parents  and  had  wanted 
to  leave  home  on  many  occasions. 

Her  first  of  five  admissions  to  Fuller  Memorial 
Sanitarium  was  in  September  1962.  All  five  admis- 
sions were  for  attempts  at  or  threats  of  self-destruc- 
tion. 

During  her  stay  at  the  Sanitarium  she  made 
several  gestures  at  self-destruction,  usually  with 
razor  blades  she  had  managed  to  smuggle  in.  On 
one  occasion  she  went  AWOL  and  lacerated  her 
forearms  in  a neighboring  Catholic  church.  One 
hundred  sutures  were  required  to  repair  the  dam- 
age (Fig.  3).  Following  this  incident,  she  spent 
H several  months  in  the  Rhode  Island  Medical  Center. 

During  1964  she  again  attempted  to  take  her  life 
by  ingesting  an  overdose  of  sedatives  and  threat- 
ened to  throw  herself  under  a bus.  She  again  stole 
from  her  mother's  pocketbook,  this  time  $200.  In 
May  of  1964  patient  hammered  two  2-inch  nails 
into  her  head,  deep  into  the  brain  substance.  They 


phrenia  20;  depressed  reaction  13;  anxiety  reaction 
4;  postpartum  depression  4;  personality  disorder 
4;  character  disorder  3:  conversion  reaction  4; 
without  mental  illness  3;  and  miscellaneous  diag- 
nostic categories  (one  each)  15. 

Fortunately  there  have  been  no  suicides  to  this 
date  in  the  group  studied.  Two  cases  are  instructive. 

CASE  REPORTS 

Case  1.  This  female,  age  17.  was  referred  by 
her  family  physician  after  two  attempts  during 
1960-61  at  self-destruction  by  ingestion  of  an  over- 
dose of  medication.  She  was  treated  at  the  Rhode 
Island  Hospital  and  then  referred  to  a staff  psy- 
chiatrist for  further  treatment. 

During  1962  the  patient  cut  her  wrists  with  a 
razor  blade  and  then  cut  off  her  blond,  curly  hair. 
She  then  struck  her  head  forcibly  against  a wall. 
She  had  been  under  psychiatric  care  for  one  year 
at  this  time.  On  one  occasion  she  stole  $160  from 
her  mother's  pocketbook.  then  ran  away  from  home 
and  found  work  in  a doctor’s  office,  She  was  djs- 


Figure  3.  Case  No.  1 
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Figure  4.  Case  No.  1 


were  removed  at  the  Memorial  Hospital  in  Paw- 
tucke.t,  Rhode  Island  (Fig.  4). 

She  was  transferred  to  the  Rhode  Island  Medical 
Center  where  she  later  developed  convulsions. 

In  summary,  this  is  the  case  of  a teen-age  girl 
who  remained  at  home  following  the  marriage  of 
her  two  sisters,  of  whom  she  was  jealous.  She  tried 
to  live  with  her  parents,  whom  she  claimed  she 
hated.  Yet  though  she  was  very  dependent  upon 
them,  she  felt  rejected  by  them.  Many  attempts  at 
self-destruction  were  made  with  almost  constant 
morbid  preoccupation.  Bizarre  methods  of  self- 
mutilation  were  used.  Later  she  developed  convul- 
sive seizures.  She  has  been  hospitalized  at  the  Rhode 
Island  Medical  Center  for  varying  lengths  of  time. 

Case  2.  This  is  a female,  age  18,  oldest  of  three 
siblings.  She  had  always  been  a bright  child  and  had 
graduated  as  valedictorian  of  her  high  school  class. 
Many  self-deprecating  ideas  and  self-destructive 
thoughts  had  been  present  for  the  past  few  years. 

She  had  received  a course  of  eight  electric  con- 
vulsive treatments  at  the  Rhode  Island  Hospital 
following  a self-destructive  attempt.  Later  she  cut 
her  wrist  and  covered  the  wound  with  her  watch 
bracelet.  In  spite  of  this,  however,  she  reported  that 
she  was  afraid  of  death. 

Her  parents  seemed  kind,  pleasant,  and  warm. 
They  are  by  her  own  admission  very  good  to  the 
patient.  In  fact,  they  do  more  for  her  than  for  the 
other  two  children,  and  the  patient  stated  that  she 
resents  this  very  much. 

The  main  presenting  symptoms  were  difficulty  in 
sleeping  and  ‘‘horrible  thoughts.”  Most  of  the  time 
she  feels  she  is  no  good  and  is,  in  reality,  two  peo- 
ple, one  evil  and  one  good.  She  had  given  herself 
two  names  to  correspond  to  these  two  individuals. 
When  she  was  first  seen,  she  had  lost  interest  in 
everything  and  felt  that  people  were  critical  of  her. 
Hallucinations  were  suspected  at  times,  and  later 
she  admitted  they  were  present.  She  writes  poetry, 


some  of  which  are  very  significant  for  their  morbid 
content.  An  example  follows: 

DEPTH 

Today  is  the  day  I should  rejoice 
Over  the  past  and  its  buried  voice. 

The  trouble  is,  however,  it’s  heen  uncovered 
And  once  again  I wish  I were  dead. 

1 know  I am  heard  by  God 
But  the  path  must  be  trod 
By  only  myself  with  trembling  feet 
And  my  conscience  to  compete. 

The  feeling  within  me  is  one  of  despair 
Perhaps  the  deepest  yet  to  compare. 

I ask  for  a hand  and  a trusting  guide 

But  none  shall  come  for  He  knows  how  I've  lied. 

I’ve  lied  to  myself  about  my  end 

The  lies  are  so  firm  I cannot  bend 

To  those  who  try  to  help  that  unworthy  creature. 

Who  has  no  character  and  surely  no  future. 

Now  I ask  for  a miracle  from  Him  above 
To  let  me  above  all  else  respect  and  love 
That  which  He  created 
Even  though  it  be  belated. 

She  is  now  at  the  R.I.  Medical  Center  following 
repeated  attempts  of  self-destruction  and  several 
unsuccessful  attempts. 

Diagnosis'.  Schizophrenia  with  morbid  preoccu- 
pation and  death  wishes. 

DISCUSSION 

In  the  Suicide  Prevention  Center  in  Los  Angeles, 
California,  drug  overdosage  was  the  principal  meth- 
od used,  with  physical  acts  such  as  wrist  slashing 
the  next  most  frequent.6  Nearly  everything  gets 
blamed  for  suicide:  love,  hate,  religion,  pain,  bore- 
dom, fear,  shame,  guilt,  the  welfare  state,  a new 
job,  the  boss,  the  time  of  the  year,  and  even  the 
weather.7 

Schmidt,  O’Neal,  and  Robins8  reported  a series 
of  109  carefully  studied  suicidal  patients.  Their  con- 
clusion that  patients  who  attempt  suicide  never  kill 
themselves  is  false.  Not  every  patient  who  unsuc- 
cessfully attempts  suicide  should  be  hospitalized  or 
intensely  treated.  However,  if  the  attempt  is  serious 
the  patient  should  be  hospitalized. 

Depressed  feelings  in  a hysterical  patient  can  be 
severe  enough  to  lead  him  to  make  a serious  attempt 
at  suicide.  It  is  true  that  the  older  patients  who  at- 
tempt suicide  usually  make  a more  serious  attempt 
than  the  younger.  In  the  manic-depressive  and  the 
pathologically  depressed  patients  who  attempt  sui- 
cide the  risk  is  much  greater  and  hospitalization  is 
usually  necessary.  All  patients  who  have  made  a 
serious  attempt  at  suicide  should  be  hospitalized. 

Several  stepwise  suggestions  may  prove  helpful 
to  the  physician  confronted  by  the  suicide  problem:9 

1.  Thought'.  If  on  careful  questioning  only  the 
suicidal  thought  is  present,  the  physician  usually 
(Continued  on  next  page) 


ATTEMPTED  SUICIDE  IN  ADOLESCENTS 


need  not  at  this  stage  be  greatly  concerned,  merely 
making  a note  to  check  on  the  matter  at  subsequent 
visits.  In  the  case  of  simple  phobias  the  patient 
usually  can  be  assured  that  he  will  not  carry  out 
the  impulse  he  fears;  if  the  symptom  continues  or 
increases,  he  should  be  referred  to  a psychiatrist. 

2.  Means'.  If  Step  1 is  positive,  questioning 
should  be  continued  pertaining  to  how  the  patient 
might  attempt  to  destroy  himself.  Positive  answers, 
even  if  given  with  flippancy,  must  be  taken  most 
seriously.  The  physician  is  now  forced  to  assume 
the  burden  of  responsibility.  In  most  instances  hos- 
pitalization will  not  be  necessary;  it  may  be  re- 
sorted to  if  the  suicidal  urges  are  repeated  and 
severe  and  the  means  are  well  worked  out.  Respon- 
sibility should  be  shared  with  a relative,  and  refer- 
ral made  to  a psychiatrist  for  consultation. 

3.  Action : There  is  a world  of  difference  be- 
tween thought  and  action.  If  the  patient  has  taken 
any  kind  of  action  in  preparation  for  violence,  the 
physician’s  responsibility  becomes  strong.  With  few 
exceptions  he  must  share  his  burden  and  the  pa- 
tient's with  the  family  and  recommend  psychiatric 
consultation. 

4.  Attempt ; One  suicide  attempt  greatly  in- 
creases the  likelihood  of  another.  The  conditions 
that  brought  on  the  first  may  still  be  there  to  pro- 
voke a second.  These  observations  apply  as  well, 
though  less  so,  to  hysterical  suicidal  gestures.  If  the 
physician  feels  that  the  patient  is  actively  suicidal 
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because  of  a positive  Step  4 or  for  other  reasons, 
his  duty  is  obvious.  The  patient  must  be  told  that 
the  physician’s  responsibility  may  have  to  go  be- 
yond or  counter  to  the  patient’s  wishes  in  order  to 
protect  him.  Hospitalization  must  certainly  be  con- 
sidered seriously  and  the  relatives  consulted.  A psy- 
chiatric consultation  should  be  the  rule. 

CONCLUSIONS 

We  have  under  study  100  adolescents,  21  years 
of  age  and  under,  56  of  whom  threatened  or  at- 
tempted suicide.  While  the  incidence  of  successful 
suicide  is  low  (2  per  cent  in  other  reported  cases), 
the  attempts  are  many  and  often  multiple  in  the 
same  individual.  The  most  frequent  method  used 
is  overdose  of  a medication,  usually  prescribed  by 
the  physician.  Two  typical  cases  have  been  reported. 

A brief  method  for  assessment  of  patients  with 
suicidal  intent  has  been  described.  This  should  be 
helpful  in  evaluating  the  young  person  who  seeks 
help  but  does  not  reveal  all  of  the  thoughts  and 
feeling  which  prompted  the  visit. 
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TRIPLE  THREAT 

Nine  women  with  contact  dermatitis  due  to  span- 
dex  in  their  brassieres  are  reported.  One  woman 
also  developed  dermatitis  from  contact  with  span- 
dex  in  her  girdle. 

...Carr,  R.  D.:  Spandex  Dermatitis.  Arch. 

Derm.  96:642,  (Dec.)  1967 


Curran  Sc  Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


112 


RHODE  ISLAND  MEDICAL  JOURNAL 


Progress  Notes  . . . 

ADVANCES  IN  LARYNGEAL  AND 
HYPOPHARYNGEAL  SURGERY  FOR  CARCINOMA 


Subtotal  Resection  Preferable  To 
Radical  Surgery  In  Suitable  Cases. 

Classically  the  treatment  for  invasive  carcinoma 
of  the  larynx  or  hypopharynx  has  been  total  laryn- 
gectomy or  pharvngectomy  with  or  without  radical 
neck  dissection  as  indicated.  Over  the  past  fifteen 
to  twenty  years  very  impressive  studies  of  physio- 
logical function  and  lymphatic  pathways  have  con- 
tributed to  the  development  of  partial  organ  re- 
moval.4 

The  concern  over  incomplete  removal  of  lympha- 
tic channels  and  postoperative  aspiration  has  been 
the  main  deterrent  to  partial  removal.  Several 
studies  have  show  survival  of  patients  follow- 
ing subtotal  laryngectomy  to  be  equally  as 
good  as  and  sometimes  better  than  after  total  ex- 
tirpation.3 The  major  problem  is  a prolonged  mor- 
bidity due  to  aspiration.  The  usual  convalescent 
period  is  three  to  six  weeks  compared  with  the  ten 
day  to  two  week  period  following  total  laryngec- 
tomy. There  is  an  increased  incidence  of  pharyngo- 
cutaneous  fistulae  following  the  subtotal  procedure, 
which  may  increase  the  morbidity.  As  a reward  for 
incurring  this  increase  in  hospital  time  the  patients 
retain  a useful  voice  and  a normal  respiratory  pas- 
sage. 

There  are  two  separate  types  of  operation.  The 
first  includes  horizontal  laryngectomy,  horizontal 
pharyngectomy,  or  both  for  lesions  of  the  supra- 
glottic  area,  pyriform  sinus,  base  of  tongue,  or  epi- 
glottis.1 This  should  be  combined  with  an  en  bloc 
neck  dissection  performed  at  the  same  time.  Pre- 
operative irradiation  is  advised  if  neck  nodes  are 
greater  than  2 cm.  in  size.  This  operation  carries  a 
higher  risk  of  pharvngocutaneous  fistula. 

The  vertical  hemilaryngectomy  is  used  for  those 
lesions  involving  a vocal  cord  anywhere  from  the 
vocal  process  of  the  arytenoid  to  a point  2 mm.  on 
the  other  cord  beyond  the  anterior  commissure.2 
The  lesion  may  extend  into  the  laryngeal  ventricle, 
but  may  not  be  on  the  false  vocal  cord,  involve  the 
arytenoid,  or  extend  more  than  1 cm.  below  the  true 
cord.  The  thyroid  cartilage  may  not  be  involved  by 
tumor,  but  neck  nodes  may  be  present  on  the  same 
side. 

The  preoperative  diagnosis  of  the  extent  of  the 
lesion  is  of  extreme  importance.  The  tests  should 
include  careful  laryngoscopy  with  the  use  of  the 
microscope,  laminograms  of  the  larynx,  and  larvn- 
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gograms.  Surgery  should  not  be  undertaken  without 
permission  to  perform  a total  laryngectomy  if  it 
appears  necessary  upon  opening  the  larynx. 

Some  observers  have  found  that  as  many  as  sixty 
per  cent  of  carcinoma  patients  are  candidates  for 
the  Conservation  Techniques.3  This  has  been  an 
exciting  step  toward  improving  a debilitating  pro- 
cedure without  sacrifice  of  sound  surgical  principles. 

Of  interest  also  has  been  the  advent  of  the  Asai 
operation  to  provide  a useful  voice  for  the  larvn- 
gectomized  patient  who  has  been  unable  to  develop 
esophageal  speech.  It  requires  retention  of  a trach- 
eostomy but  creates  a very  satisfactory  voice. 

SUMMARY 

A description  of  conservation  surgery  for  laryn- 
geal and  hypopharyngeal  carcinoma  is  given  and 
the  indication  presented.  Use  of  the  Asai  operation 
is  noted  also. 
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CRIMINAL  RESPONSIBILITY: 
SEARCH  FOR  A FORMULA 


Focus  Should  Be  On  The  Criminal 

Rather  Than  On  The  Crime. 

Many  times  we.  as  psychiatrists,  are  called  into 
a court  of  law  to  help  establish  a defendant’s  re- 
sponsibility for  an  act  committed.  The  problem 
which  faces  us  is  simultaneously  to  safeguard  the 
rights  and  interests  of  both  the  individual  and  so- 
ciety. 

McNAGHTEN  RULE 

The  test  used  in  most  states  today,  including 
Rhode  Island,  to  determine  criminal  responsibility 
is  still  the  century  old  rule  of  the  McNaghten  case. 
The  McNaghten  formula,  which  dates  back  to  the 
year  1843,  states  that  to  escape  responsibility  the 
defendant  must  show  that  he  is  laboring  under  such 
a defect  of  reason  from  disease  of  the  mind  as  not 
to  know  the  nature  and  quality  of  the  act,  or,  if 
he  did  know  it.  that  he  did  not  know  he  was  doing 
what  was  wrong.  The  test  consists  of  two  major 
parts: 

1.  It  must  be  shown  that  the  defendant  has  a 
disease  or  defect  of  the  mind. 

2.  That  as  a result  of  this  disorder  one  of  three 
things  is  true:  He  does  not  know  the  nature  of  the 
act,  or  he  does  not  know  the  quality  of  the  act,  or 
he  does  not  know  that  it  is  wrong. 

In  analyzing  the  patient’s  mental  state  the  psy- 
chiatrist must  first  consider  what  each  clause  of  the 
McNaghten  formula  means.  He  must  determine 
whether,  in  fact,  there  was  a mental  disorder  which 
impaired  feeling  or  thinking.  If  no  mental  disorder 
is  found,  it  is  hardly  necessary  to  proceed  with  the 
rest  of  the  formulation.  If  found,  the  next  step 
would  be  to  establish  knowledge  of  nature  of  the 
act:  This  means  that  the  offender  can  perceive  the 
physical  characteristics  of  his  act.  Almost  every 
defendant  knows  the  nature  of  his  act,  and  few 
subjects  will  fail  this  test.  Next  follows  knowledge 
of  the  quality  of  the  act:  The  nearest  definition  of 
quality  would  be  the  word  “harmfulness.”  Knowl- 
edge that  the  act  is  wrong  is  usually  the  clause  on 
which  the  entire  defense  turns.  One  should  know- 
two  things  about  the  word  “wrong.” 

*Presented  at  the  Annual  Meeting,  Rhode  Island  As- 
sociation for  Mental  Health,  at  Providence,  R.I., 

November  29,  1967. 
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1.  It  is  a concrete,  and  not  an  abstract  concept. 
It  means,  Did  he  know  the  particular  act  was 
wrong?  not,  Did  he  have  a philosophic  concept  of 
good  and  evil? 

2.  It  implies  that  he  knew  society  considered 
the  act  wrong  and  not  that  he  himself  considered 
it  wrong. 

For  example,  a burglar  says  that  he  sees  nothing 
wrong  in  stealing  from  the  rich,  who  already  have 
more  money  than  they  can  use.  It  cannot  be  argued 
that  he  should  be  excused  because  he  did  not  know 
that  the  burglary  w-as  wrong.  While  in  his  own  pri- 
vate ethical  code  it  may  not  have  been  wrong,  he 
did  knowr  that  the  law  considers  burglary  wrong. 
On  the  other  hand,  a victim  of  paranoid  schizo- 
phrenia hears  God’s  voice  commanding  him  to  kill 
someone  and  assuring  him  that  society  would  ap- 
plaud him  for  following  a divine  wish.  Since  by 
reason  of  his  mental  disorder  he  does  not  know 
that  the  act  was  wrong,  he  is  irresponsible.  This 
decision,  though,  rests  with  the  jury,  not  with  the 
psychiatrist  whose  function  is  simply  to  place  his 
findings  before  the  jury  along  with  his  own  expert 
opinion  as  to  whether  the  defendant  knew  the  na- 
ture, quality,  and  wrongfulness  of  the  act.  Many 
persons  think  that  the  test  of  responsibility  in  crim- 
inal law  is  whether  the  accused  knew  the  difference 
between  right  and  wrong.  This  is  not  only  an  over- 
simplified answer,  it  is  a misleading  one.  What  it 
really  means  is  that  the  defendant  knows  that  the 
act  was  wrong. 

DURHAM  DECISION 

Let  us  review  now  various  alternative  formulas 
which  have  been  suggested  to  determine  criminal 
responsibility.  The  Durham  Decision  dating  back 
to  1954,  having  been  based  on  the  old  New  Hamp- 
shire test,  holds  that  a person  whose  criminal  act 
was  the  result  of  a mental  illness  or  defect  cannot 
be  held  criminally  responsible.  I want  to  examine 
with  you  the  framework  of  the  law  within  which  a 
jury  must  make  its  decision  in  a case  tried  under 
the  doctrine  of  the  Durham  case.  It  is  a rule  with- 
out rigidity  or  form  and  without  any  clearly  de- 
fined limitations.  For  what  is  “mental  disease”? 
The  testimony  of  an  intimate  friend  as  to  the  ac- 
cused’s occasional  eccentricities  or  his  outbursts  of 
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temper  would  be  sufficient  to  support  a finding  that 
he  possessed  a diseased  mind  and  it  would  not  be 
difficult  to  present  some  evidence  from  which  there 
could  be  a finding  that  the  criminal  act  was  a 
product  of  such  a diseased  mind.  The  McNaghten 
Rule,  however,  makes  definite  the  type  of  abnor- 
mality the  jury  must  find  existent  in  order  to  sup- 
port the  defense  of  insanity.  Unless  juries  are  going 
to  be  under  a compulsion  to  acquit  practically  every 
person  brought  to  trial,  there  must  be  some  similar 
clarification  and  limitation  of  the  opinion  in  the 
Durham  case.  What  is  meant  by  the  term  “mental 
disease”  as  used  in  that  case?  Does  it  mean  any 
variance  from  the  norm?  If  so,  who  is  normal,  es- 
pecially when  committing  a crime?  How  much  va- 
riance must  be  present  and  how  can  it  be  explained 
in  language  for  the  jury  to  understand  so  it  can 
formulate  therefrom  a concept  sufficiently  definite 
to  enable  it  to  translate  that  concept  into  a verdict? 

It  is  the  jury  on  whom  the  law  places  the  ulti- 
mate responsibility  for  deciding  whether  one  of 
their  fellow  citizens  should  be  punished  for  his  of- 
fense. If  the  Durham  Rule  is  carried  to  its  logical 
conclusion,  who  could  ever  be  found  guilty  if  a 
defense  of  insanity  was  skillfully  handled?  Could 
not  any  act  be  attributed  to  some  mental  illness? 
And  how  far-reaching  would  be  the  consequences  of 
such  acquittals?  It  is  apparent  that  a test  as  broad 
as  the  Durham  Rule  is  not  a test  at  all  since  all 
criminal  action  can  be  considered  the  product  of  a 
diseased  mind.  In  several  states  the  McNaghten 
Rule  was  abandoned  in  favor  of  the  Durham  Rule 
only  in  noncriminal  cases  but  still  continues  to  be 
applied  when  major  crimes  are  involved. 

IRRESISTIBLE  IMPULSE 

In  most  states  irresistible  impulse  is  not  a de- 
fense but  it  is  accepted  as  such  in  about  a dozen 
states.  Where  irresistible  impulse  is  a defense,  it  is 
usually  broad  enough  to  include  both  psychotic  and 
psychoneurotic  compulsions  though  in  some  juris- 
dictions only  psychotic  impulses  are  grounds  for 
acquitted.  The  danger  is  that  the  concept  once  ac- 
cepted might  be  broadened  to  include  the  kind  of 
impulse  which  occurs  to  normal  people  from  time 
to  time  in  response  to  rage  or  frustration.  When  the 
doctrine  is  accepted  with  reference  to  psychotic  im- 
pulses, it  is  logical  for  the  defense  counsel  to  insist 
that  it  apply  with  equal  force  to  neurotic  compul- 
sions, for  these,  too,  are  the  result  of  a psychiatric 
disorder.  Then  comes  the  plea  that  it  should  cover 
impulsive  acts  committed  during  drunkenness,  for 
intoxication  could  also  be  considered  a form  of  men- 
tal illness.  One  step  further  carries  us  to  the  point 
where  it  furnishes  a shield  to  anyone  who  commits 
a crime  in  a fit  of  rage  or  frustration.  If  the  doc- 
trine is  limited  to  psychotic  impulses,  there  is  no 
serious  diagnostic  difficulty.  If  it  is  expanded  to 
include  neurotic  impulses,  the  competent  psychia- 


trist knows  that  a psychoneurosis  is  a way  of  life, 
not  a transient  reaction,  and  he  looks  for  a neurotic- 
history.  The  psychiatrist  is  suspicious  of  an  irre- 
sistible impulse  with  no  past  history  and  which  just 
began  five  minutes  before  the  commission  of  the 
crime.  If  we  assume  a jurisdiction  where  neurotic 
irresistible  impulse  is  a valid  defense,  and  a situa- 
tion where  a defendant  escapes  a murder  conviction 
because  he  proves  an  irresistible,  neurotic  impulse 
to  kill,  he  cannot  be  confined  in  a mental  hospital 
because  he  is  not  psychotic.  A psychiatrist  who  is 
willing  to  help  free  such  a person  by  testifying  to 
the  reality  of  the  impulse  has  a duty  to  call  atten- 
tion to  the  hazards  the  defendant  presents  to  the 
community.  This  points  up  one  of  the  doctor’s 
basic  dilemmas.  Can  he  say  that  as  a doctor  his 
duty  is  to  help  his  patient  in  every  way?  A state- 
ment that  the  patient  is  a menace  to  the  communiy 
would  certainly  hurt  him.  In  such  a case,  however, 
most  physicians  would  agree  that  a doctor’s  first 
duty  is  to  society,  superseding  his  obligation  to 
the  individual  patient.  The  code  of  ethics  of  the 
American  Medical  Association  makes  it  clear  that  a 
doctor  has  a primary  duty  to  the  community  with 
respect  to  reporting  a contagious  disease  but  it  is 
silent  about  the  situation  presented  by  dangerous 
mental  disorders. 

PSYCHOSIS 

Some  have  suggested  that  psychoses  be  the  only 
gauge  to  determine  criminal  responsibility,  that  no 
psychotic-  person  ever  be  held  responsible.  This,  it 
is  argued,  would  make  legal  insanity  synonymous 
with  medical  psychosis.  Actually  there  was  never 
any  difference  between  medical  and  legal  insanity. 
The  declaration  that  a psychotic  is  responsible 
means  only  that  he  is  answerable  for  his  act.  It 
does  not  mean  that  he  is  medically  insane  and  le- 
gally sane,  only  that  he  is  legally  responsible.  Psy- 
chiatrists would  seldom  disagree  about  the  sanity 
of  a defendant.  They  might  differ  about  whether 
his  psychosis  did  or  did  not  impair  his  ability  to 
know  that  the  act  was  wrong.  To  equate  psychosis 
with  irresponsibliity  would  be  to  set  the  clock  back. 
This  would  remove  the  protection  of  the  compulsive 
neurotic  and  the  patient  in  an  epileptic  fugue  state. 
They  might  be  found  irresponsible  under  the  Mc- 
Xaghten  Rule  but  are  certainly  not  psychotic.  Fi- 
nally, this  proposal  would  mean  that  any  psychosis, 
no  matter  how  mild,  gives  a man  a license  to  com- 
mit a crime,  no  matter  how  serious.  Psychosis  per 
se  does  not  free  a person  from  criminal  responsibil- 
ity. 

Let  me  point  out  and  warn  against  the  common 
practice  of  equating  psychosis  with  legal  irresponsi- 
bility. There  are  instances  of  psychosis  in  which 
under  all  legal  formulae  of  responsibility  the  de- 
fendant might  well  be  found  responsibile.  The  fac- 
(Contimied  on  next  page) 
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tor  which  largely  affects  this  is  the  degree  to  which 
the  criminal  act  appears  to  be  related  to  the  struc- 
tures of  the  psychosis. 

Others  have  suggested  that  if  a person  is  in  such 
a mental  state  as  to  warrant  his  being  committed 
to  a locked  ward,  he  then  should  not  be  held  re- 
sponsible. In  other  words,  irresponsibility  would 
be  equated  to  committability.  This  formula  seems 
to  be  completely  unworkable.  Others  feel  that  no 
defendant  should  be  found  guilty  unless  he  willed 
the  act  and  intended  to  do  harm.  Others  say  a de- 
fendant should  be  acquitted  if  it  can  be  shown  that, 
but  for  a mental  disorder,  he  would  not  have  com- 
mitted the  act.  The  trouble  with  this  plausible 
sounding  formula  is  that  no  one  ever  does  anything 
except  as  a result  of  his  state  of  mind.  Crime  is 
always  an  abnormal  act  in  the  sense  that  it  is  not 
what  the  average  person  does.  Hence,  no  one  could 
ever  be  convicted  for  a crime  because  no  act  would 
ever  be  carried  out  except  for  the  defendant’s  men- 
tal state  at  the  time.  This  mental  state  might  be 
greed,  anger,  or  any  other  mental  emotion. 

AMERICAN  LAW  INSTITUTE  TEST 

The  American  Law  Institute's  Model  Penal  Code 
rejects  the  Durham  Rule  and  supplies  its  own  for- 
mula which  reads:  A person  is  not  responsible  for 
criminal  conduct  if  at  the  time  of  such  conduct  as 
a result  of  mental  disease  or  defect  he  lacks  sub- 
stantial capacity  either  to  appreciate  the  criminality 
of  his  conduct  or  to  conform  his  conduct  to  the 
requirements  of  law.  The  terms,  “mental  disease” 
or  “defect”  do  not  include  any  abnormality  mani- 
fested only  by  repeated  criminal  or  otherwise  anti- 
social conduct.  This  test  has  been  adopted  in  a num- 
ber of  states  and  by  several  Federal  Courts.  The 
trend  now  is  towards  the  American  Law  Institute’s 
test  which  is  also  favored  by  the  Committee  on 
Psychiatry  and  Law  of  the  American  Psychiatric 
Association. 

The  most  recent  formulation  is  that  of  Judge 
John  Biggs,  Jr.  which  says:  “The  jury  must  be 
satisfied,  that  at  the  time  of  committing  the  pro- 
hibited act  the  defendant,  as  a result  of  mental 
disease  or  defect,  lacked  substantial  capacity  to 
conform  his  conduct  to  the  requirements  of  the  law 
which  he  is  alleged  to  have  violated.” 

Reviewing  all  the  different  tests  and  formulas 
concerned  with  criminal  responsibility,  I wonder  if 
any  of  the  other  formulas  are  better  than  the  Mc- 
Xaghten  Rule.  More  than  forty  states  and  most 
other  jurisdictions  still  adhere  to  this  Rule  for  lack 
of  any  better  rule.  I question  if  we  need  destroy 
the  McXaghten  Rule  unless  we  can  really  find  a 
better  formula.  The  McXaghten  Rule  begins  with 
the  requirement  that  the  accused  must  be  laboring 
under  defect  of  reason  from  disease  of  the  mind, 
and  so  on,  but  does  not  say  that  he  must  be  insane. 


It  is  certainly  broad  enough  to  include  the  whole 
spectrum  of  mental  disorders. 

Psychiatrists  and  lawyers  must  face  the  question 
whether  any  rule  or  test  will  ever  definitely  fix  re- 
sponsibility, and  the  related  question  whether  a 
new  test  will  produce  superior  justice  or  better  re- 
habilitative efforts  for  offenders  than  McXaghten. 

What  type  of  a defendant  are  we  trying  to  pro- 
tect? If  a psychotic  person  does  something  anti- 
social knowing  that  it  is  wrong,  is  he  in  any  danger 
of  being  convicted  under  the  McXaghten  Rule?  The 
answer  is  Xo,  not  if  the  psychiatrist  can  make  it 
plain  that  the  act  was  the  result  of  distorted  sick 
reasoning.  This  is  true  because  the  McXaghten 
Rule  specifies  defect  of  reason,  and  psychotic  rea- 
soning is  certainly  abnormal  reasoning.  Even  the 
psychoneurotic  who  is  helpless  before  the  drive  of 
his  emotional  sickness  is  protected.  The  psychotic’s 
or  the  compulsion-ridden  psychoneurotic’s  reason- 
ing is  affected.  To  abolish  the  McXaghten  Rule 
without  replacing  it  with  a better  one  would  be 
folly.  The  McXaghton  formula  owes  its  longevity  to 
the  fact  that  a man  shall  be  held  accountable  for 
doing  deliberately  that  which  he  knows  is  wrong. 
If  we  fashion  a responsibility  formula  that  ignores 
this,  we  do  so  at  the  risk  of  terminating  our  use- 
fulness in  this  field  and  thus  injuring  the  sick  peo- 
ple we  are  sworn  to  protect. 

OTHER  SOLUTIONS 

There  are  several  other  solutions  which  have  been 
considered  in  the  past.  One  is  the  establishment  by 
the  Court  of  a commission  of  one  or  more  psychia- 
trists to  examine  the  alleged  criminal  and  report  to 
the  Court.  The  psychiatrists  for  this  commission 
would  be  drawn  on  a rotating  basis  from  a roster  of 
all  the  institutional  and  private  psychiatrists  in  the 
area  who  had  indicated  their  willingness  to  serve. 
In  this  way  no  particular  psychiatrist  would  repre- 
sent one  side  or  the  other  and  each  would  report 
his  findings  to  the  Court. 

Another  solution  is  the  establishment  of  psychi- 
atric court  clinics. 

There  is  the  doctrine  of  diminished  responsibil- 
ity which  was  made  a part  of  the  law  in  England 
by  the  Homicide  Act  of  1957.  This  law  had  existed 
in  Scotland  since  1867.  LTnder  it  the  Court  can 
instruct  the  jury  that  it  is  within  its  discretion  to 
return  a lesser  degree  than  First  Degree  Murder  if 
it  believes  the  offender's  mental  state  would  be 
adequate  justification  for  the  lesser  verdict.  Scottish 
cases  in  which  this  verdict  has  been  rendered  in- 
clude murders  by  epileptics,  mental  defectives,  and 
persons  suffering  from  conditions  “bordering  on 
insanity.” 

In  the  proper  disposition  of  criminal  cases  the 
focus  should  be  on  the  criminal  rather  than  on  the 
(Continued  on  Page  117) 
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.et’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


new, 
evidence 
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n 

macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 
and 

for  a problem  pathogen 
in  the  hospital. 

"Staphylococcus  aureus 


* 


study  I 


Results  of  a 1967  in  vitro— in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 


98.0% 

of  the 
patients 

responded 
favorably 
to  TAO  (triacetyloleandomycin) 


study  II 


Effect  of  oral  therapy  with 
TAO,  erythromycin,  and  cloxaci I lin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


‘Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that  /■  • • ■ 

rpA  (triacetyl- 

1AU  oleandomycin) 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest, “...bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


‘In  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


It  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 
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LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Malls  Diarrhea  Promptly 

in  children  with  . . . Gastroenteritis  ■ Spastic  bowel 
Influenza-like  infections  ■Antibiotic-induced  diarrhea 


omotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
i iets  and  normal  activity  with  gratifying  dispatch.  ■ Lomotil  lowers  intestinal 
liotility  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
romptly.  ■ Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
idieves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


recautions:  Lomotil  is  a Federally  exempt 
arcotic  preparation  of  very  low  addictive 
otential.  Recommended  dosages  should 
ot  be  exceeded,  and  medication  should  be 
[2pt  out  of  reach  of  children.  Should  acci- 
dental overdosage  occur  signs  may  include 
were  respiratory  depression,  flushing, 
thargy  or  coma,  hypotonic  reflexes,  nys- 
igmus,  pinpoint  pupils,  tachycardia; 
antinuous  observation  is  recommended, 
omotil  should  be  used  with  caution  in  pa- 
ents  with  impaired  liver  function  or  those 
iking  addicting  drugs  or  barbiturates. 

ide  Effects:  Side  effects  are  relatively  un- 
ommon  but  among  those  reported  are 
astrointestinal  irritation,  sedation,  dizzi- 
ess,  cutaneous  manifestations,  rest- 
essness,  insomnia,  numbness  of  the 
xtremities,  headache,  blurring  of  vision, 
veiling  of  the  gums,  euphoria,  depression 
nd  general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are : 


Children:  Total  Daily  Dosage 


3-6  mo.  . .Vz  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  .Vz  tsp.  q.i.d.  (4  mg.)  jj  | | | 

1- 2  yr.  . . . Vz  tsp.  5 times  daily  (5  mg.)  | | | | | 

2- 5  yr.  . . .1  tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  | | | | 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: . .2  tsp.  5 times  daily  (20  mg.)  | 
or  2 tablets  q.i.d. 
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*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


S EARLE 


Research  in  the 
Service  of  Medicine 


When  the  agitated 
businessman 


He  goes  home  at  night1 
and  takes  it  out  on  — 
his  family. 


goes  to  work... 


He  loses  his  temper 
with  colleagues  and 
subordinates. 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings. 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can’t  seem 
to  settle  down 
to  his  work. 


Meiiaril* 

(thioridazine) 

25  mg.  t.i.d.  A 

SANDOZ 


When  the  agitated 
businessman  goes  to  work . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors: severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyratnidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 
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Ephedrine  HC1 16  mg. 
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Precautions:  Usual  for  aminophyUine-ephcdrinc- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 
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CRIMINAL  RESPONSIBILITY 

(Concluded  from  Page  116) 

crime  and  the  goal  of  justice  should  be  the  rehabili- 
tation of  the  individual  and  the  protection  of  so- 
ciety rather  than  vengeful  punishment.  The  psy- 
chiatrist should  be  an  advisor  to  the  Court  in  re- 
gard to  sentencing  rather  than  a controversial  par- 
ticipant in  establishing  moral  guilt. 

Psychiatrists  can  describe,  diagnose,  and  treat 
mental  illness;  they  can  give  details  of  previous 
mental  disorders,  trace  the  course  of  a developing 
illness,  demonstrate  ego  deficiencies,  eliminate  psy- 
chological dynamics,  and  explain  motivation,  but 
cannot  establish  the  point  at  which  an  impulse 
crosses  the  border  from  resistibility  to  irresistibility. 

ROLE  OF  THE  PSYCHIATRIST 

The  psychiatrist  could  best  assist  the  Court  in 
its  deliberation  by  not  being  required  to  express  an 
opinion,  either  definitely  stated  or  implied,  as  to 
the  defendant’s  responsibility.  He  should  merely  be 
required  to  state: 

1.  That  the  defendant  was  suffering  from  a def- 
inite and  generally  recognized  mental  disorder,  and 
why  and  how  this  conclusion  was  reached. 

2.  The  name,  chief  characteristics,  and  symp- 
toms of  the  disorder,  with  particular  emphasis  on 
its  effect  on  the  judgment,  social  behavior,  and 
self-control  of  the  affected  individual. 

3.  The  way  and  the  degree  to  which  the  illness 
has  affected  the  particular  defendant’s  behavior, 
especially  in  regard  to  his  judgment,  social  beha- 
vior, and  self-control. 

4.  Whether  the  alleged  act  could  be  considered 
symptomatic  of  the  disorder. 

When  the  psychiatrist  testifies  in  this  manner  he 
w.ll  be  thinking  and  talking  in  dynamic  terms. 

Before  closing  let  me  clarify  one  aspect  in  Fo- 
rensic Psychiatry  which  is  frequently  misunder- 
stood: It  is  the  competency  to  stand  trial  in  con- 
trast to  criminal  responsibility.  In  brief,  the  prob- 
lem of  competency  to  stand  trial  consists  of  a de- 
termination of  the  accused’s  mental  state  not  in 
relation  to  the  crime  but  in  relation  to  his  trial.  This 
concept  comes  to  us  out  of  common  law  which  held 
that  an  individual  could  not  be  required  to  plead 
to  an  indictment  or  to  be  tried  for  a crime  when 
he  was  so  mentally  disturbed  that  he  could  not 
understand  the  nature  and  object  of  the  proceed- 
ings against  him,  understand  his  own  position  with 
reference  to  such  proceedings,  and  assist  in  his  de- 
fense. 

We  must  try  constantly  to  improve  the  mutual 
respect  of  psychiatry  and  law  and  to  create  a legal 
climate  in  which  the  psychiatrist  can  effectively 
present  his  knowledge  so  that  it  will  be  of  the 
greatest  possible  assistance  to  the  Court. 
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ONE  SENTENCE  ESSAY 

Self-murder  by  cigarette  is  perhaps  a symbol  of 
a kind  of  mass  irrationality  and  self-destruction 
spurred  by  mass  persuasion,  in  which  we  assure 
ourselves  that  technology  will  save  everything, 
even  while  we  are  consumed  by  it. 

...Leon  Edel,  Speaking  of  Books,  N.Y. 

Times  Book  Review,  Nov.  12,  1967 
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Vigor , Charm , And  Creativeness  Of 
Its  People  Outweigh  Uncertainties 
About  The  Future. 

I cannot  say  why  Rabbi  Braude  has  asked  me  to 
discuss  Israel  this  evening.  Xot  only  do  many  here 
know  Israel  better  than  I,  but  Rhode  Island  of  late 
has  been  virtually  crawling  with  experts  on  Israel. 
Since  one  does  not  readily  say  no  to  Rabbi  Braude, 
I hope  my  impressions  of  this  colorful  and  vital 
people  will  be  interesting  to  you. 

I first  visited  Israel  in  1959  and  60  in  a medical 
exchange  program  arranged  by  the  then  Unitarian 
(now  Unitarian-Universalist)  Service  Committee, 
long  and  steadfastly  engaged  in  good  works  and 
the  fostering  of  an  .ecumenical  spirit.  The  group 
from  Providence  included  characteristically  two 
Jews,  an  Italian-American  of  mixed  Catholic  and 
Protestant  affinities,  and  a Protestant  Yankee,  who 
is  in  fact  a Unitarian. 

Although  much  of  our  month  there  was  spent  on 
the  wards  of  Poriah  Hospital  near  Tiberias,  we  also 
visited  other  hospitals  and  traveled  the  length  and 
breadth  of  the  country.  \Ye  were  impressed  through- 
out by  the  excellence  and  competence  of  the  med- 
ical care  we  saw.  The  warm  friendships  we  made 
have  created  for  us  a lasting  bond  with  Israel. 

Last  spring  I began  with  my  wife  to  plan  a trip 


*Read  before  the  Congregation  of  the  Sons  of  Israel 
and  David  (Temple  Beth-El),  Providence,  R.I.,  De- 
cember 15,  1967. 


Fig.  1 View  of  Tel  Aviv  from  Jaffa  showing  Shalom 
Tower  at  right. 


SEEBERT  J.  GOLDOWSKY.  M.D. 

The  Author.  Seebert  /.  Goldotvsky , M.D.  of  Providence , 
R.I.  Editor-in-Chief,  Rhode  Island  Medical  Journal; 
Considtant  Surgeon,  Miriam  and  Rhode  Island  Hos- 
pitals. 


to  the  Continent  to  attend  a medical  meeting.  I 
could  not  forego  the  opportunity  afforded  to  visit 
Israel  again.  A week  would  suffice  to  renew  old 
friendships,  to  return  leisurely  to  familiar  haunts, 
and  to  visit  what  was  new  since  our  previous  jour- 
ney. 

WAR  BREAKS  OUT 

Just  as  our  plans  were  settled,  war  broke  out, 
casting  doubt  upon  the  venture.  The  decisive  vic- 
tory. however,  allowed  prompt  restoration  of  tour- 
ism. But  our  earlier  concept  was  drastically  out- 
dated. \Ye  nevertheless  held  to  our  schedule  and 
unplanned  format.  Since  we  would  arrive  late  on 
Sunday,  September  10  and  depart  one  week  later, 
we  had  exactly  six  working  days  in  Israel. 

First  some  general  impressions.  The  vigor,  charm, 
and  creativeness,  which  earlier  had  impressed  me 
so  strongly,  were  everywhere  in  evidence.  A higher 
standard  of  living  was  manifest  in  many  ways.  The 
people  were  more  smartly  dressed  and  on  the  whole 
lived  better.  Roads  were  greatly  improved.  The 
food  served  in  hotels  and  restaurants  was  more  at- 
tractive. Our  friends  had  graduated  from  mini-cars 
to  the  equivalent  of  American  compacts.  General 
technological  progress  prevailed.  The  sweeping  mili- 
tary victory  had  fostered  an  air  of  euphoria  and 
optimism.  The  future  was  uncertain,  but  self-confi- 
dence appeared  justified.  The  diplomatic  support 
of  the  United  States  had  earned  general  gratitude. 

My  surgical  friend,  formerly  of  Tiberias,  now 
living  in  Xetanya,  works  in  the  hospital  at  Hadera. 
Although  we  had  been  intentionally  vague  as  to 
a:  rival  time  at  Lod  Airport  as  it  was  to  be  late  in  the 
evening,  he  and  his  wife  were  there.  Their  welcome 
was  warm  indeed!  They  drove  us  to  our  hotel  in 
Tel  Aviv  — called  by  the  Israelis  the  Sheratone  — 
and  sat  with  us  until  long  after  midnight,  although 
both  must  be  at  work  early  the  next  morning, 
he  as  Chief  Surgeon  and  she  as  head  of  the  Xdirs- 
ing  Department.  With  their  guidance  we  made  our 
plans.  His  hospital  incidentally  had  received  lim- 
ited casualties  in  the  war,  but  he  himself  had  been 
on  duty  continuously  for  120  hours.  Before  retiring 
we  looked  out  from  the  balcony  of  our  room  upon 
the  warm  Mediterranean  luminous  in  the  tropical 
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moonlight.  The  lights  of  Tel  Aviv  sparkled  bril- 
liantly, and  across  a nearby  park  Hebrew  letters 
glowed  in  the  sky,  carrying  no  doubt  some  message 
from  Jehovah?  No,  they  spelled  Heeltone. 

TEL  AVIV  AND  JAFFA 

The  next  day  we  leisurely  explored  Tel  Aviv, 
walking  the  length  of  Dizengoff  Street  to  the  Cir- 
cle. The  avenue  is  a composite  of  elegant  and  shab- 
by apartment  houses,  shops,  cafes,  soft  drink  stands, 
and  lottery  kiosks.  You  will  recall  that  the  Israeli 
director  of  lotteries  recently  gave  some  constructive 
advice  to  his  American  counterparts.  We  stopped  in 
a shop  to  take  care  of  some  small  repairs.  The  pro- 
prietor asked  to  see  the  camera  and  light  meter 
which  I carried.  As  I explained  their  virtues,  he  lis- 
tened carefully.  After  a pause  he  replied:  “Mine 
are  better.” 

We  visited  Mann  Auditorium,  new  to  us,  and 
thought  its  handsome  interior  reminiscent  of  the 
U.N.  General  Assembly  or  perhaps  Philharmonic 
Hall  in  New  York’s  Lincoln  Center.  We  then  cabbed 
to  the  new  and  towering  Migdal  Shalom,  the  Sha- 
lom* Tower.  This  35  story  modern  skyscraper, 
which  dominates  the  skyline,  harbors  in  its  lower 
levels  Israel’s  first  department  store.  From  its  vast 
observation  deck  the  view  of  Tel  Aviv  and  Jaffa 
is  unsurpassed,  a treat  which  no  visitor  to  Tel  Aviv 
should  miss. 

Jaffa  has  been  undergoing  a radical  renewal. 
From  its  crowded  and  dirty  Casbah  has  emerged 
a charming  and  clean  artists’  quarter  reminiscent  of 
that  at  Safed,  but  with  a marine  flavor.  A new 
small,  but  excellent  Archeological  Museum  is  worth 
visiting.  In  a small  cafe  of  Turkish  atmosphere 
overlooking  the  Mediterranean  and  with  a radiant 
panorama  of  Tel  Aviv  we  had  a cooling  and  deli- 
cious drink  of  mandarin  orange. 

We  traveled  the  following  day  to  the  Golan 
heights,  crossing  the  rich  and  fertile  Jezreel  Valley, 
which  our  guide,  whose  English  was  picturesque, 
called  Israel’s  basket  of  bread.  As  we  descended  to 
the  Sea  of  Galilee,  its  dazzling  blue  waters  and  dun 
colored  desert  hills,  formerly  but  no  longer  in  Syri- 
an hands,  spread  out  before  us.  We  hurried  through 
Tiberias,  where  I should  have  enjoyed  lingering  had 
we  the  time.  Then  through  the  Huleh  Valley  where 
our  bus  had  a flat  tire.  As  it  was  being  replaced  at 
the  Huleh  reclamation  center,  I observed  that  there 
was  only  one  spare  aboard.  I asked  the  guide  what 
would  happen  if  we  happen  if  we  had  another  blow- 
out. He  replied:  “We  never  do!”  But  he  was  wrong 
— we  did,  and  that  is  another  story. 

GOLAN  HEIGHTS 

Moving  northeasterly  past  many  storied  sites,  we 
began  to  ascend  the  heights  at  the  foot  of  lofty 
Mount  Herrnon  and  entered  for  the  first  time  for- 

LShalom  is  Hebrew  for  peace 


Fig.  2.  Devastation  at  Baniyas  resulting  from  Israeli 
shelling. 


mer  Syrian  territory.  We  stopped  briefly  at  a color- 
ful Druze  market,  the  local  folk  in  their  vivid  and 
picturesque  dress  frenziedly  hawking  fresh  fruits 
and  knickknacks.  We  entered  Baniyas  on  the  Bani- 
yas river,  a tributary  of  the  Jordan  named  after 
the  springs  which  are  its  source  and  which  emanate 
from  caves  believed  by  the  ancient  Greeks  to  be 
the  haunt  of  the  god  Pan.  The  town  itself  was  a 
shambles.  The  spa,  dating  to  Roman  times  and 
recently  a Syrian  officers'  club,  retained  some  of  its 
old  charm.  The  Syrians  had  built  their  latrines  di- 
rectly over  the  flowing  springs  which  eventually 
drained  into  the  Jordan,  lifeblood  of  Israel. 

Thence  we  passed  through  Quneitra  on  the  high- 
road to  Damascus,  now  an  Israeli  military  post. 
Progressing  south  on  the  Golan  plateau,  we  emerged 
on  the  Heights,  with  its  breathtaking  view  of  the 
Sea  of  Galilee.  From  this  commanding  eminence, 
honeycombed  with  Syrian  bunkers,  the  Israeli  val- 
leys had  been  periodically  shelled.  Almost  perpen- 
dicularly below  was  the  kibbutz  of  Ein  Gev,  which 
had  heroically  survived  in  the  shadow  of  Syrian 
guns.  These  forbidding  ramparts  had  been  gallantly 
assailed  by  the  Israeli  armies.  As  we  descended  into 
the  Yarmuk  and  Jordan  Valleys  toward  historic 
Degania,  the  mother  of  kibbutzim,  some  of  the  most 
spectacular  scenery  in  the  world  unfolded  before  us. 

SINAI  AND  NEGEV 

We  devoted  the  next  day  to  an  airborne  sight- 
seeing tour,  a unique  experience.  Arkia  Airways 
provides  a flight  over  the  Sinai  and  Negev  deserts 
in  a low-flying,  Handley-Paige  turbo-prop,  a high 
winged  monoplane  with  an  unobstructed  view  from 
all  windows.  From  Tel  Aviv  we  proceeded  down  the 
coast  past  Ashdod,  its  new  port  destined  to  be  the 
largest  in  Israel,  over  the  Gaza  Strip,  and  thence 
westward  past  El  Arish.  Turning  south  again  we 
crossed  several  East- West  black-top  invasion  routes 
and  the  Mitla  Pass.  Appearing  like  tiny  black  ants 
massacred  by  a Flit  gun  Egyptian  tanks  littered 
the  roadsides  everywhere  and  choked  the  Pass.  We 
(Continued  on  next  page) 
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circled  fabled  Mount  Sinai  and  the  Monastery  of 
St.  Catherine  nestled  in  its  craggy  slopes.  We  viewed 
the  Suez  Canal  and  its  Bitter  Lakes  from  a distance 
because  of  the  risk  of  antiaircraft  fire.  The  Straight 
of  Tiran.  its  guarding  islands,  and  Sharm-el-Sheik 
were  spread  out  below  us  as  on  a map. 

We  lunched  at  Eilat  in  the  new  and  tasteful 
Queen  of  Sheba  Hotel,  overlooking  the  incredibly 
blue  Red  Sea.  Our  flight  continued  north  over  King 
Solomon's  mines,  the  modern  copper  extracting 
plants,  and  the  chemical  industry  at  Sodom  on  the 
Dead  Sea.  Most  exciting  was  the  flight  over  Masa- 
da. the  fortress  palace  of  King  Herod  on  the  Dead 
Sea  and  the  last  stronghold  of  the  Zealots.  The 
ruins  of  the  three-tiered  royal  palace  and  envelop- 
ing Roman  encampments  and  invasion  ramp  could 
be  seen  with  crystal  clarity.  We  then  traversed  the 
former  Jordanian  West  Bank,  ending  our  day  with 
a fine  view  of  Bethlehem  and  Jerusalem. 

JERUSALEM,  BETHLEHEM  AND  HEBRON 

The  next  two  days  were  devoted  to  Jerusalem 
and  environs.  On  the  road  from  Tel  Aviv  we  passed 
two  huge  parks  of  captured  Egyptian  tanks  and 
trucks.  New  since  our  previous  visit  was  the  Yad 
Vashem,  massive  and  dignified  memorial  to  the  six 
million  martyrs  of  World  War  II.  The  Shrine  of 
the  Book,  repository  of  the  Dead  Sea  scrolls,  with 
its  stark  white  exterior  and  black  rampart  symbol- 
izing good  and  evil  and  its  valt-like  grotto,  evokes 
an  air  of  mystery.  The  striking  new  Knesset,  the 
chastely  modern  Government  buildings,  and  the 
handsome  Hebrew  University  are  nearby. 


Fig.  3 View  of  old  city  of  Jerusalem  from  Mount  of 
Olives.  Mosque  of  Omar,  Dome  of  the  Rocks,  in  fore- 
ground. 


Later  we  inspected  the  refurbished  Tomb  of  Ra- 
chel in  Bethlehem  and  then  to  ancient  Hebron,  its 
market  the  epitome  of  all  Arab  shouks*  — color, 
smells,  jabbering  polyglot  throngs  of  Arabs  and 
Jews  (the  site  incidentally  of  a vast  massacre  of 
Jews  in  the  1920's),  donkeys,  goats,  camels,  and 

•Hebrew  and  Arabic  for  market 
small  children  carrying  babies  piggy-back.  Our  goal 
in  Hebron  was  the  Mosque  of  Abraham  sheltering 


Fig.  4.  Market  (shouk)  at  Hebron. 


the  tombs  of  Abraham.  Isaac,  and  Jacob,  and  their 
wives  Sarah.  Rebecca,  and  Leah — a holy  place  to 
Jews  and  Moslems.  One  irreverent  American  in  our 
party  told  how  deeply  impressed  he  had  been  until, 
wandering  about,  he  came  upon  the  tombs  of  Adam 
and  Eve.  Then  he  had  some  reservations.  Our  after- 
noon ended  with  a visit  to  the  Church  of  the  Na- 
tivity in  Bethlehem. 

We  spent  the  night  in  the  National  Palace  Hotel, 
a clean  and  atractive  Arab  hostelry  in  East  Jeru- 
salem. I was  not  endeared  to  the  Arabs  when  two 
expensive  rolls  of  color  film  disappeared  from  my 
room. 

The  next  morning  we  entered  the  gates  of  the 
old  city  and  wandered  through  its  crowded,  pic- 
turesque. and  malodorous  warrens.  After  inspecting 
the  Church  of  the  Holy  Sepulchre  and  threading 
our  way  along  the  Via  Dolorosa,  we  descended  to 
the  imposing  Western  Wall  of  the  Temple,  goal  of 
all  Jewish  pilgrims.  Here  were  tarried  a respectable 
time.  The  lustrous  Dome  of  the  Rock.  Moslem  holy 
place  on  the  site  of  the  Temple,  was  not  open  to 
us  because  it  was  Moslem  prayer  time.  Later  we 
passed  ancient  synagagues  destroyed  and  desecrated 
by  the  Arabs.  In  the  afternoon  we  ascended  Mount 
Scopus.  The  old  Hadassah  Hospital  and  Hebrew 
University  buildings,  now  in  a sad  state,  would  in 
time  be  restored  for  useful  purposes.  From  the 
Mount  of  Olives  Jerusalem  was  spread  out  before 
us  in  a luminous  golden  haze.  Below  lay  the  ancient 
Hebrew  cemeteries  callously  desecrated  by  the 
Arabs. 

HAIFA 

That  evening.  Friday,  we  were  entertained  by  our 
friends  in  lovely  Xetanya  on  the  Mediterranean. 
We  met  our  colleague's  two  stalwart  and  handsome 
sons,  the  elder  over  six  feet  tall  and  on  weekend 
leave  from  Army  service  in  the  Sinai.  Both  hope  to 
be  doctors. 

On  Shabat.*  our  last  day.  we  made  a leisurely 
trip  to  beautiful  Haifa.  The  city  was  quiet,  and  few 
(Concluded  on  Page  1241 

•Hebrew  for  Sabbath,  i.e.  Saturday 
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Editorials 


THE  HOSPITALS  SHOULD  TAKE  A STAND 


Increased  attention  to  the  ills  of  the  elderly,  a 
logical  result  of  improved  control  of  the  diseases  of 
the  young,  make  it  necessary  to  give  special 
attention  to  the  conditions  and  habits  of  ear- 
lier years  which  lead  to  avoidable  morbidity  and 
mortality  as  old  age  approaches.  Of  the  three  con- 
ditions now  receiving  special  attention  — cancer, 
heart  disease  and  stroke  — one  type  of  cancer, 
bronchogenic  carcinoma,  has  been  shown  to  be  defi- 
nitely associated  with  a history  of  excessive  ciga- 
rette smoking  over  a period  of  many  years.  An- 
other condition  with  an  almost  equal  mortality,  and 
usually  with  a much  longer  and  more  distressing 
period  of  suffering,  is  the  pulmonary  disorder  in 
which  emphysema  or  chronic  bronchitis,  or  usually 
a combination  of  the  two,  condemns  a person  to 
years  of  increasing  invalidism  before  the  final  out- 
come. 

These  facts  are  so  well  known  that  they  hardly 
need  emphasis,  and  yet  there  is  little  evidence  that 
the  public  really  takes  the  matter  seriously  and  the 
sale  of  cigarettes  increases.  The  Journal  has 
pointed  out  that  one  can  hardly  expect  people  to  be 
impressed  with  the  dangers  of  cigarette  smoking 
when  they  see  their  doctors  indulging  in  the  habit.1 
A similar  situation  can  be  noted  in  the  case  of  hos- 
pitals, in  many  of  which  not  only  are  cigarettes 
sold,  but  restrictions  on  smoking  by  physicians, 
nurses,  and  employees  are  neither  non-existent  or 
poorly  enforced. 

In  order  to  determine  the  extent  of  control  of 
smoking  in  hospitals  in  Rhode  Island,  a survey  of 
thirteen  major  hospitals  has  recently  been  made. 
The  results  can  be  summarized  as  follows: 

Only  two  of  the  hospitals  do  not  allow  the  sale 
of  cigarettes  on  their  premises.  In  the  other  eleven 
hospitals  they  can  be  bought  as  easily  on  the  prem- 
ises as  elsewhere.  In  other  words,  their  use  is  sanc- 
tioned by  hospital  authorities. 

Smoking  by  visitors  in  patients’  rooms  is  forbid- 
den in  all  of  the  hospitals.  The  enforcement  of  this 
rule,  however,  is  rated  as  “good”  by  only  four  hos- 
pitals, by  one  as  “fair,”  and  by  six  as  “poor.” 

Smoking  by  patients  in  single  and  double  rooms, 
if  permitted  by  their  physicians,  is  allowed  in  all 
but  two  hospitals.  In  these  two  the  enforcement  is 
considered  “poor.” 


Smoking  by  nurses  in  patients’  rooms  is  not  per- 
mitted in  any  of  the  hospitals,  and  in  every  one 
the  enforcement  of  this  rule  is  said  to  be  “good.” 
In  all  of  the  hospitals  nurses  are  allowed  to  smoke 
in  other  areas,  including  the  dining  room.  One  has 
only  to  partake  of  a meal  in  a hospital  dining  room 
to  realize  the  nurses  take  full  advantage  of  this 
permission. 

Physicians  are  allowed  by  two  of  the  hospitals 
to  smoke  in  patients’  rooms  but  are  forbidden  to 
do  so  in  ten.  Of  these  ten,  five  report  good  enforce- 
ment of  the  rule,  in  one  the  enforcement  is  rated 
as  fair,”  and  in  four  as  “poor.” 

Employees  of  the  hospital  are  prohibited  from 
smoking  in  patients’  rooms  in  all  of  the  hospitals, 
and  in  all  but  one  the  enforcement  is  said  to  be 
“good.”  In  one  it  is  rated  as  “fair.”  In  most  of  the 
hospitals  specific  areas  such  as  dressing  rooms,  rest 
rooms,  and  dining  rooms  are  listed  as  places  in 
which  employees  can  smoke. 

We  may  conclude  from  these  reports  that  in 
Rhode  Island  very  little  is  being  done  by  the  hos- 
pitals to  discourage  the  use  of  cigarettes.  Whatever 
an  individual  physician  may  do  in  conscientiously 
trying  to  warn  a patient  to  whom  his  smoking  may 
be  a real  menace,  as,  for  example,  a sufferer  from 
pulmonary  emphysema  or  cardiac  disease,  his  ef- 
forts are  to  a great  extent  annulled  by  the  fact  that 
the  patient  sees  many  physicians  in  the  corridors  or 
even  in  his  own  room  smoking  cigarettes,  thereby 
giving  the  patient  the  feeling  that  the  habit  must 
really  be  much  less  of  a threat  to  his  welfare  than 
is  indicated  by  the  advice  of  his  own  doctor.  A 
lesser  reason  for  controlling  smoking  is  the  dislike 
that  many  sick  patients,  especially  those  who  com- 
plain of  nausea,  feel  for  smoke  polluted  air,  which 
can  come  even  from  rooms  adjoining  his  own.  Some 
patients,  too,  have  been  frightened  by  the  smoke, 
thinking  of  the  possibility  of  fire.  It  must  be  ad- 
mitted that  these  last  are  minor  considerations. 
The  real  problem,  the  well  recognized  dangers  of 
excessive  cigarette  smoking  over  years,  which  in 
many  people  has  become  a definite  addiction,  is  a 
matter  which  demands  more  serious  attention  on 
the  part  of  physicians  and  in  the  control  of  which 
the  hospitals  should  take  a leading  part. 
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END-MEASLES;  WHAT  NEXT? 


The  1965  End-Measles  campaign  of  vaccination 
in  Rhode  Island  has  become  a documented  success. 
Rhode  Island  Department  of  Health  figures  show 
that  there  were  2,610  reported  cases  of  measles  in 
Rhode  Island  in  1964,  3,973  cases  in  1965,  80  cases 
in  1966,  and  62  cases  through  September,  1967.  A 
parallel  decrease  in  measles  has  been  evident  na- 
tionally: 214  thousand  cases  were  reported  in  1965, 
70  thousand  cases  in  1966.  The  Health  Department 
concludes  that  measles  has  been  controlled  in  Rhode 
Island  and  that  eradication  of  the  disease  is  at 
hand. 

New  and  very  promising  vaccines  and  immuno- 
logical agents  for  the  prevention  of  mumps,  rubella, 
and  erythroblastosis  fetalis  are  in  various  stages  of 
development.  The  Merck  Institute  of  Therapeutic 
Research  has  under  active  investigation*  a live  at- 
tenuated virus  vaccine  against  mumps  that  has 
been  tested  in  6,500  susceptible  subjects  with  59 
per  cent  efficacy  reported  on  challenge  with  natu- 


ral virus.  This  vaccine  offers  hope  for  prevention 
not  only  of  a familiar  childhood  disease,  but  also 
of  the  adult  disease  with  its  frequent  complications 
of  orchitis  and  encephalitis.  Secondly,  the  National 
Institutes  of  Health  have  developed  an  attenuated 
virus  vaccine  against  rubella  which  has  had  a 
smaller  number  of  successful  clinical  trials.  Finally, 
the  dramatic  discovery  that  anti-Rh  immune  globu- 
lin given  to  Rh  negative  pregnant  women  protects 
against  delivery  of  any  erythroblastoric  baby  points 
to  the  obsolescence  of  exchange  transfusion  for  the 
management  of  that  pediatric  disaster. 

These  dramatic  prospects  in  disease  prevention 
underscore  the  value  of  medical  research.  They 
mean  less  suffering,  morbidity,  and  death  for  pa- 
tients and  immense  saving  of  medical  manpower. 
Prevention  of  disease  is  the  ultimate  solution  in  the 
quest  for  medical  services. 

*This  vaccine  has  been  released  for  commercial  dis- 
tribution. 


AIR  TRAVEL  AND  CIRCADIAN  RHYTHM 


Anyone  who  has  traveled  by  air  through  several 
time  zones  is  aware  of  the  upsetting  effect  of  the 
time  change  upon  sleep,  appetite,  and  bowel  func- 
tion. It  is  also  a common  observation  that  it  takes 
several  days  for  these  habit  patterns  to  readjust 
to  the  new  time  zone.  Medically  we  observe  daily 
in  our  practice  the  effect  of  the  diurnal  rhythm  on 
temperature,  urinary  output,  and  mood.  Not  as 
well  known  is  the  fact  that  certain  measurable  bio- 
chemical variables  are  also  affected. 

The  Medical  Department  of  Air  France,  a world- 
wide carrier,  has  understandably  been  interested  in 
this  problem,  because  of  the  effect  of  these  dis- 
turbances on  the  efficiency  of  flight  crews.  A pre- 
liminary survey  among  312  crew  members  indi- 
cated that  more  than  two-thirds  of  the  subjects 
complained  of  sleep  or  digestive  disorders  which 
they  attributed  to  time  zone  changes.  After  a 
crossing  through  six  time  zones,  the  affected  sub- 
jects required  from  one  to  three  or  more  nights 
before  they  slept  normally. 

An  attempt  was  then  made  to  gather  more  ob- 
jective data.  Circadian  variations  of  several  bio- 
logical parameters  were  measured  in  a group  of 
ten  subjects.  After  establishment  of  a baseline,  the 
effects  of  time  zone  changes  were  then  determined 
in  these  subjects.  Suprarenal  activity  and  electro- 
lyte regulation  in  the  body  are  conditioned  by  the 
time  of  the  day-night  cycle.  Consequently,  varia- 
tions are  immediately  reflected  in  the  urinary  ex- 
cretions. The  following  variables  were  studied: 


diuresis,  urinary  sodium  and  potassium,  17-keto- 
steroids.  17-hydroxycorticosteroids,  4-hydrox-3- 
methoxy-mandelic  acid,  and  norepinephrin.  From 
this  battery  of  tests  it  was  found  that  urinary  po- 
tassium and  17-hydroxycorticosteroids  had  the  low- 
est standard  deviation  and  would  therefore  be  the 
most  interesting  and  suitable  as  indices  of  time  zone 
changes. 

Two  experiments  were  then  set  up:  1.  a quick 
round-trip  Paris-Anchorage  (Alaska) -Paris  flight 
with  a 20-hour  stopover  in  Anchorage,  and  2.  a 
similar  round-trip  flight  with  a 5-day  stopover  in 
Alaska.  This  involved  a negative  time  zone  change 
of  eleven  hours.  After  the  20-hour  stopover  and 
return  flight  to  Paris,  the  circadian  rhythm  of  elim- 
ination of  the  potassium  and  steroid  reverted  to 
the  normal  pre-existing  pattern  immediately.  After 
a 5-day  exposure  to  the  11-hour  time  differential 
in  Anchorage,  adaptation  to  the  new  local  time 
began  only  after  three  days,  but  was  complete  on 
the  fifth  day.  The  rhythm  was  then  in  opposition 
to  the  previously  established  (Paris)  reference 
rhythm. 

This  pilot  study  of  the  effect  on  measurable  bio- 
chemical entities  of  time  zone  changes  in  human 
subjects  is  instructive  and  definitive.  In  this  age 
of  wide-spread  air  travel  it  is  both  interesting  and 
reassuring  to  learn  that  the  discomforts  and  read- 
justments so  commonly  experienced  in  extended 
West-East  or  East-West  travel  have  a demonstrable 
physiological  basis. 
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A SILLY  MILLIMETER  LONGER  AND  OTHER  SILLINESS 


That  the  tobacco  industry  has  the  best  tunesmiths 
on  the  air  would  be  difficult  to  refute.  A recent 
engaging  example  is  a ditty  touting  a cigarette  a 
“silly  millimeter  longer.”  What  this  cuteness  ob- 
scures is  subtle  seduction  aimed  at  increasing  to- 
bacco consumption.  The  escalation  in  cigarette 
length  from  the  former  conventional  70  millimeters 
to  100  millimenters,  currently  promoted  in  silly 
advertising,  constitutes  an  increase  of  43  per  cent. 
Since  the  residual  butt  is  of  about  the  same  length, 
regardless  of  the  initial  length  of  the  cigarette,  the 
increase  in  tobacco  used  for  any  given  number  of 
cigarettes  smoked  is  probably  nearer  to  50  per  cent. 

Another  silly  development  is  the  announcement 
by  the  Federal  Trade  Commission  of  the  ranking 
by  tar-nicotine  content  of  59  brands  of  cigarettes. 
The  nicotine-tar  rating  was  determined  by  mechan- 
ical smoking  machines.  The  findings  may  reinforce 

A TOUCH 

This  is  written  as  the  New  Year  Holiday  week- 
end draws  to  a close.  A death  watch  in  America  is 
over  as  the  National  Safety  Council  announces  that 
there  have  been  some  100  less  automobile  fatalities 
for  the  period  than  had  been  anticipated.  This  was 
owing  largely  to  the  fact  that  Americans  stayed 
home  by  the  millions  because  miserable  weather  pre- 
vailed over  much  of  the  United  States. 

Simultaneously  in  South  Africa  another  some- 
what ghoulish  death  watch  was  carried  on  with  a 


imposition  of  restrictions  on  untrue  claims  concern- 
ing tar  and  nicotine  content.  Yet  the  danger  lies  in 
any  inference  that  the  differences,  though  statistical- 
ly significant,  have  any  more  than  casual  clinical  or 
pathogenetic  bearing  on  the  galaxy  of  dangers  as- 
sociated with  cigarette  smoking.  Unless  these  data 
are  used  intelligently  they  could  merely  lead  to 
other  unwarranted  advertising  claims.  The  Tobacco 
Institute,  that  eminent  non-profit  non-organization, 
commented  characteristically  that  there  was  no  evi- 
dence that  tar  and  nicotine  have  anything  to  do 
with  health. 

Until  responsible  Government  agencies  and  Con- 
gress are  prepared  to  take  an  unambiguous  and 
firm  stand  on  the  dangers  of  tobacco,  we  shall  con- 
tinue to  have  such  nonsense  as  “a  silly  millimeter 
longer”  and  other  silliness. 

OF  IRONY 

seeming  air  of  eagerness  for  a victim  of  an  automo- 
bile accident  whose  heart  might  be  suitable  for 
transplant  to  a waiting  cardiac.  In  a country  whose 
ruling  class  was  often  sympathetic  to  the  Nazis  in 
World  War  II  and  where  apartheid  is  a way  of  life, 
a Jewish  patient  received  the  heart  of  a half  Negro. 
The  patient  commented  that  he  wasn’t  concerned 
about  the  color  of  the  skin  of  the  involuntary  do- 
nor. The  operation  was  performed  by  a capable  but 
talkative  surgeon  who  is  something  of  a publicity 
seeker. 


A GROWING  THREAT 


While  the  incidence  of  blood  stream  infections 
caused  by  Streptococcus  and  Pneumococcus  has 
declined,  that  due  to  Staphylococcus  aureus  and 
Gram-negative  bacilli  has  increased.  In  fact  Gram- 
negative sepsis  has  become  a serious  threat  in  mod- 
ern medical  and  surgical  practice.  The  failure  of 
antibiotics  to  prevent  or  cure  stepticemia  due  to 
these  organisms  is  becoming  increasingly  evident. 
Gram-negative  organisms  are  prominent  in  hospital 
acquired  infections  and  play  an  important  role  in 
the  production  of  septic  shock. 

Altmeier  and  his  group  have  recently  reported  from 
the  University  of  Cincinnati  Medical  Center  398 
cases  of  Gram-negative  sepsis  observed  and  studied 
over  a twelve-year  period  ending  in  March  1967. 
There  has  been  a striking  rapid  and  progressive 
increase  in  the  number  of  cases  during  the  past  two 
years.  They  believe  this  increase  is  associated  with 
the  extension  of  new  and  complex  surgical  pro- 
cedures to  the  elderly  and  poor  risk  patients  with 
associated  chronic  disease,  diminution  of  resistance 
by  extensive  trauma,  and  use  of  steroids  and  of  im- 
munosuppressive and  anticancer  agents. 

The  bacteria  most  frequently  found  were  E.  coli, 


Aerobacter  aerogenes,  Proteus,  and  Pseudomonas 
aeruginosa.  Common  sources  of  infection  were  the 
urinary  tract,  the  respiratory  tract,  the  alimentary 
canal,  and  the  skin.  Three-fourths  of  the  patients 
acquired  their  septicemia  in  the  hospital. 

Prophylactic  antibiotics  were  notably  ineffective 
in  preventing  these  infections,  particularly  in  poor 
risk  patients.  In  fact  Altemeier  and  his  group  be- 
lieve that  prolonged  and  heavy  antibiotic  therapy 
has  been  a major  factor  in  the  increasing  incidence, 
and  possibly  in  the  very  development  of  this  syn- 
drome. 

Contributing  most  significantly  to  the  high  fa- 
tality rate  was  septic  shock,  which  is  the  hallmark 
of  Gram-negative  septicemia.  The  authors  have 
been  able  to  report  a drop  in  mortality  during  the 
past  two  years  in  their  case  series.  They  attribute 
this  improvement  to  earlier  recognition  of  Gram- 
negative septicemia  as  a result  of  increasing  aware- 
ness of  the  possibility  of  its  occurrence.  The  lessons 
to  be  learned  from  this  important  study  are  clear. 
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ISRAEL  REVISITED 

(Concluded  from  Page  120) 

people  were  about.  Returning  we  stopped  briefly 
to  view  the  newly  excavated  and  impressively  re- 
stored Roman  theater  at  Caesaria. 

That  evening  we  visited  a young  Irish  cousin  of 
my  wife’s  married  to  a husky  Sabra*  recently  dis- 
charged from  combat  service.  The  couple  have  pro- 
duced a fine  infant  Sabra.  who.  I am  sure,  will  not 
speak  with  dulcet  Dublin  tones  of  his  mother.  Their 
joy  at  our  visit  was  genuine  and  heartwarming. 

The  next  morning  wTe  took  off  on  our  homeward 
journey. 

I shall  speak  for  a moment  from  a larger  per- 
spective. My  convictions  are  reinforced  by  con- 
versations with  my  friends.  The  strategic  posture 
of  Israel  along  the  Suez  Canal,  on  the  Golan  heights, 
and  on  the  w-est  bank  of  the  Jordan  is,  considering 
any  likely  challenge,  almost  unassailable.  It  seems 
to  me  that  under  no  circumstances  can  she  yield 
the  Gaza  Strip.  East  Jerusalem,  or  the  Golan 
heights.  Right  of  passage  through  the  Suez  and  the 

*Native-born  Israeli,  named  for  the  idigenous  prickly- 
pear  cactus,  the  fruit  of  which  is  prickly  on  the 
outside,  but  sweet  on  the  inside. 


Strait  of  Tiran  is  not  negotiable.  The  rest  depends 
upon  events.  Major  General  Itzhak  Rabin,  retiring 
Israeli  Chief  of  Staff,  has  expressed  it  cogently: 

“It  is  our  right  to  say  to  the  Arabs:  If  you  desire 
a peace  agreement,  let  us  reach  a mutual  under- 
standing — a peace  treaty  — and  we  shall  be  pre- 
pared to  withdraw7  to  lines  much  more  restricted 
than  the  areas  we  are  now  holding.  But  if  you  de- 
sire was,  continued  hatred  and  nonrecognition  of 
Israel's  existence,  then  we  do  not  give  up  a single 
yard.” 
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problem 

such  as 

Marital  problems? 

Problems  with  discipline? 

Financial  troubles? 

Home  care? 

Etc. 

Cail  Information  Service 
351-6500 

a division  of 

R.I.  Council  of  Community  Services,  Inc. 
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Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 


MEDICAL 
of  1 

Providence  Med 


Wherever  you  go, 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 

BUREAU 

he 
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PARKINSON'S  DISEASE  PATIENTS'  THERAPY 
PROGRAM 

Rhode  Island  Hospital  has  made  its  facilities  in 
the  department  of  physical  medicine  available  to 
the  Parkinson  Foundation  of  Rhode  Island.  Inc., 
a non-profit  organization,  for  group  therapy  twice 
a week  for  persons  suffering  from  Parkinson's  dis- 
ease. Presently  there  are  less  than  ten  in  the  group 
which  meets  twice  weekly  for  two  hour  sessions 
which  include  all  types  of  muscular  activity.  Aside 
from  the  physical  benefits  of  regular  supervised 
exercises,  the  meetings  provide  a pleasant  associa- 
tion with  men  and  women  who  have  the  same  prob- 
lems and  who  take  an  interest  in  each  other's  prog- 
ress. 

A referral  by  a physician  is  necessary,  and  a fee, 
based  on  ability  to  pay.  is  charged  for  the  classes. 
Further  information  may  be  had  by  calling  Exten- 
sion 309  in  the  Physical  Medicine  Department  of 
Rhode  Island  Hospital. 

* * * 

LIVE  VIRUS  MUMPS  VACCINE  DISTRIBUTED 

Nationwide  distribution  of  more  than  1.000.000 
doses  of  the  newly  licensed  live  virus  mumps  vac- 
cine. which  is  produced  by  Merck  Sharp  & Dohme. 
began  on  Monday,  January  8.  The  one-shot  vaccine 
was  licensed  for  marketing  by  the  U.S.  Public 
Health  Service,  thus  giving  physicians  a means  of 
providing  protection  in  adults  and  adolescents,  for 
whom  the  disease  carries  potential  for  severe  com- 
plications. 

According  to  the  company,  the  current  shipments 
will  be  made  available  for  immediate  use  by  phvsi- 
cians,  and  it  is  anticipated  that  additional  shipment 
of  vaccines  now  in  production  will  meet  the  antici- 
pated demand  for  the  product. 

The  vaccine  was  developed  over  a five-year  pe- 
riod in  the  company’s  research  laboratories  by  Drs. 
Maurice  R.  Hilleman  and  Eugene  B.  Buvnak.  In 
addition  to  the  laboratory  and  clinical  tests  carried 
out  in  this  program,  the  vaccine  has  also  been  un- 
dergoing tests  for  potency  and  safety  over  the  past 


18  months  at  the  Division  of  Biologies  Standards 
of  the  National  Institutes  of  Health. 

Prime  candidates  for  the  new  vaccine,  according 
to  the  Surgeon  General's  Advisory  Committee  on 
Immunization  Practice,  are  pre-adolescent  children, 
adolescent  and  adult  males  who  have  not  had  the 
disease,  and  certain  children,  adolescent  and  adult 
males  who  have  not  had  the  disease,  and  certain  in- 
stitutionalized groups  prone  to  contagious  diseases. 
While  the  vaccine  was  officially  approved  for  use 
in  pediatric  age  groups  12  months  and  older,  the 
Committee  advised  against  routine  immunization  in 
all  children  until  longer  experience  confirms  the 
current  expectation  that  the  vaccine  will  maintain 
its  immunity  level  on  a permanent  basis. 

* * * 

SURVEY  OF  BASIC  GROUP  HEALTH  INSURANCE 
PLANS  COMPLETED 

A recently-completed  survey  has  made  possible 
for  the  first  time  an  evaluation  of  the  levels  of  hos- 
pital insurance  benefits  for  almost  68  million  per- 
sons covered  under  insurance  company  group  poli- 
cies. The  segment  represents  nearly  half  of  all 
Americans  under  the  age  of  65  with  some  form  of 
private  hospital  insurance. 

The  survey  was  conducted  by  the  Health  Insur- 
ance Association  of  America  among  56  insurance 
companies  which  accounted  for  66  per  cent  of  the 
total  group  health  insurance  premiums  in  the  United 
States  in  1966. 

Nationally.  149  million  persons  under  65  were 
protected  against  hospital  expenses  at  the  start  of 
1967.  Of  this  number,  insurance  companies  covered 
about  93  million,  including  some  68  million  pro- 
tected under  group  plans. 

According  to  David  Robbins,  the  Association’s 
Assistant  Director  of  Statistical  Research,  most  of 
those  covered  under  group  plans  had  a broad  range 
of  protection. 

“About  seventy-five  per  cent  of  the  persons  cov- 
ered by  group  health  insurance  policies  have  either 
(Continued  on  Page  128) 
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Photo  professionally  posed 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally, 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  propnylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophyllme,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN*VEE®K 

(potassium  phenoxymethyl  penicillin) 
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THROUGH  THE  MICROSCOPE 

(Continued  from  Page  126) 

a combination  of  a basic  policy  with  a superim- 
posed major  medical  policy  or  a comprehensive 
major  medical  policy  which  provides  both  basic 
and  extended  benefits,”  he  said. 

The  study  focussed  on  those  persons  covered  by 
basic  group  programs  (hospital,  surgical,  medical) 
which  did  not  have  a major  medical-type  policy. 

For  these  basic  plans,  the  survey  showed: 

• Over  99  per  cent  of  persons  had  their  hospital 
benefits  provided  for  31  days  or  more;  nearly  66 
per  cent  had  benefits  for  70  days  or  more.  (Accord- 
ing to  U.S.  Government  statistics,  three  per  cent  of 
hospital  stays  last  beyond  31  days.) 

• Some  56  per  cent  had  hospital  benefits  of  $18 
or  more  per  day,  including  18  per  cent  who  had  full 
coverage  for  the  cost  of  semi-private  hospital  ac- 
commodations. 

• Almost  90  per  cent  had  ancillary  hospital  ex- 
pense benefits  of  $200  or  more  to  help  pay  for  hos- 
pital “extras”  such  as  laboratory  services,  X-ray 
and  drugs.  About  a third  of  these  had  such  bene- 
fits of  $1,000  or  more. 

• Seventy  per  cent  of  those  insured  under  group 
surgical  plans  had  maximum  surgical  benefit  sched- 
ules of  $300  or  more. 

• Eighty  per  cent  of  the  coverage  for  non-sur- 
gical  medical  expense  covered  doctor  visits  in-hos- 
pital only.  However,  about  66  per  cent  of  the  in- 
force  coverage  paid  for  such  visits  for  31  days  or 
more. 

• About  66  per  cent  of  persons  not  covered  by 
compulsory  group  short-term  disability  insurance 
plans  had  coverage  for  accidents  or  illness  which 
did  not  occur  as  a result  of  their  occupations.  The 
average  amount  of  weekly  benefit  payments  among 
the  non-occupational  plans  was  $53. 

The  survey  also  noted  that  comparable  levels  of 
coverage  were  provided  to  both  dependents  and 
employees  under  the  group  basic  plans  examined. 

* * * 

HYPERACTIVE  GLANDS,  NOT  DIET,  CAUSE  ACNE 

Teen-age  acne  is  not  caused  by  improper  diet.  Ac- 
cording to  the  AMA’s  Committee  on  Cutaneous 
Health  and  Cosmetics,  acne  is  caused  primarily  by 
hyperactive  oil  glands  in  the  skin.  These  glands 
oversecrete  and  become  plugged,  producing  acne. 
The  hyperactivity  of  the  glands  is  presumably 
caused  by  hormonal  imbalance,  especially  during  the 
early  teens.  Contrary  to  some  reports,  there  is  no 
evidence  that  milk  plays  a part  in  the  appearance 
of  acne.  In  fact,  eliminating  the  important  nutrients 
supplied  by  milk  — calcium,  vitamin  D and  ribo- 
flavin — from  the  diet  would  have  harmful  rather 
than  beneficial  effects.  Although  not  caused  by 
diet,  once  established  the  acne  condition  may  be- 
(Continued  on  Page  129) 
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this  issue:  the  cold  in  pregnancy... 


Ihe  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  i 
considered  to  be  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a cough 'I 
Febrile  states  or  extension  of  the  disease  proces" 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  disl 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  b<: 
confused  by  a long-known  physiological  phenomejl 


perineal  muscles 


abdominal 


lower  rib  cage 


diaphragm 


muscles 


bladder 


m.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
p t of  the  nasal  septum  above  the  intermaxillary 
Hne)  becomes  engorged,  apparently  due  to  hypere- 
n!a  induced  by  the  increased  estrogen  level  which 
companies  pregnancy.  The  amount  of  congestion 
pi  vary  in  degree  from  woman  to  woman.  Some 
h/e  very  little  congestion,  others  will  have  occa- 
slnal  nosebleeds  from  this  area,  still  others  will 
f ve  symptomatic  congestion  to  the  degree  that  they 
vl  complain  of  having  a "chronic”  or  constant 
c d. 

I 

l<;  well  recognized  is  the  occurrence  of  this  type 
0 hyperemia  in  any  part  of  the  nasopharyngeal 
n cosa,  again  in  varying  degree.  Such  swelling 
oen  produces  a postnasal  drip  which,  the  patient 
v 1 state,  is  present  only  when  she  is  pregnant. 
F tents  who  do  not  have  symptomatic  congestion 

0 inarily,  will  find  that  when  they  do  get  a cold, 
tl  symptoms  last  much  longer  than  those  of  a cold 
u ally  do.  Occasionally,  this  hyperemia  is  respon- 
> e for  closure  of  the  medial  end  of  the  Eustachian 
ne;  such  patients  will  complain  of  "plugging”  of 
tl  ears.  Inspection  of  the  ear  drum  will  show  a 
chression  which  confirms  the  presence  of  Eusta- 
c an  closure  rather  than  wax  in  the  canal  which  is 
8 patient’s  diagnosis.  Symptoms  related  to  this 
3’siological  congestion  are  more  apt  to  occur  in 

1 vier  smokers  or  those  who  have  a history  of 
i rgic  rhinitis,  just  as  are  the  symptoms  of  the 
nmon  cold.  And  when  the  cold  does  occur  in 
) gnancy,  the  symptoms  are  worse  because  of  the 
i lerlying  congestion. 

pregnant  woman  with  a cold  is  miserable  for 
i er  reasons,  dependent  somewhat  on  her  parity 
.)  the  length  of  her  gestation.  As  parity  increases, 
also  does  the  relaxation  of  the  abdominal  and 
) ineal  musculature.  The  uterus,  lying  against  a 
1 k abdominal  wall,  and  bearing  down  on  relaxed 
» neal  muscles,  acts  like  a piston  when  the  patient 
(ghs,  sneezes,  or  even  blows  her  nose,  pushing 
Ion  on  the  bladder.  Stress  incontinence  during 
( Is  is  almost  the  rule. 

1 he  length  of  gestation  increases,  so  does  the  size 
1 he  uterus.  As  it  grows,  it  pushes  the  abdominal 
( tents  above  it  and  elevates  the  diaphragm.  This 
alts  eventually  in  a lateral  displacement  of  the 
- er  rib  cage,  often  to  a point  at  which  the  patient 
d complain  of  soreness  in  this  area.  If  such  a 

(Concluded  on  following  page) 


From  a continuing  study  on  nasal  congestion . . . 


12&  R,  made  IN  U.S.A. 


&E FoRE  TRIAMINIC 


timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic 


timed-release  tablets 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drc' 
The  use  of  antibiotics  in  an  uncomplicated  cole 
contraindicated  and  should  be  scrupulously  avoid 

In  summary,  a cold  in  pregnancy  is  more  severe  ; 
longer  lasting.  The  treatment  of  the  symptoms  w 
local  and  systemic  decongestants  will  make 
patient  more  comfortable. 

apparently  the  cold  is  so  common  in  pregnancy  t 
it  has  received  very  little  attention  in  the  literatt 
References  are  almost  non-existent  and  the  i 
which  are  available  add  little  to  the  common  knc 
edge,  are  out-dated,  or  are  not  helpful.  Thus  i 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 
Tell  her  to  get 

“The  Orange  Medicine” 


J 


Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12. £n 

Pheniramine  maleate  6.25 ng 

Pyrilamine  maleate  6.25i| 


For  nasal  congestion  you  can  bring  quick,  lasting  f 
fort  to  your  little  patients  with  Triaminic  Syrup.  Youii 
occasionally  encounter  these  side  effects:  drowsi  s 
blurred  vision,  cardiac  palpitations,  flushing,  dizzi  s 
nervousness  or  gastrointestinal  upsets.  Precautionstl 
possibility  of  drowsiness  should  be  considered  bp 
tients  engaged  in  mechanical  operations  requiring  ji 
ness.  Use  with  caution  in  patients  with  hyperterd 
heart  disease,  diabetes,  or  thyrotoxicosis. 

(Advertise  M 


THROUGH  THE  MICROSCOPE 

(Continued  from  Page  128) 

come  worse  with  poor  eating  habits.  An  association 
has  been  established  between  the  oiliness  of  the 
skin  and  the  fattiness  of  foods;  however,  this  has 
not  been  proven.  People  with  acne  react  individu- 
ally to  different  foods  and  soon  learn  whether  a 
particular  food  aggravates  their  condition.  Since 
nutrient  demands  are  greatest  during  the  growth 
phase  of  adolescence,  every  effort  must  be  made  to 
assure  a good  supply  of  calories,  proteins,  vitamins 
and  minerals. 

(“Acne  and  Diet,”)  in  p.  23  Let’s  Talk  About 
Food  by  Philip  T.  White,  Sc.D.,  Editor) 

* * * 

ANNUAL  REPORT  ON  MEDICAL  EDUCATION 

The  entering  class  in  1967  at  U.S.  and  Canadian 
medical  schools  is  the  largest  in  history:  approxi- 
mately 9,280  freshman  medical  students,  up  from 
last  year’s  98,64,  reports  the  Journal  of  the  Amer- 
ican Medical  Association. 

Part  of  the  increase  is  due  to  the  37  students  ad- 
mitted to  five  new  medical  schools  which  opened 
last  fall.  Two  new  U.S.  medical  schools  and  one 
new  Canadian  medical  school  began  operations  in 
recent  years.  (Nine  more  U.S.  and  three  Canadian 
medical  schools  are  continuing  their  development.) 

By  the  mid-1970s  these  20  new  schools  are  ex- 
pected to  be  graduating  an  additional  1,653  med- 
ical students  annually.  About  10,000  medical  stu- 
dents will  be  graduated  annually  by  1975,  accord- 
ing to  medical  school  deans’  estimates.  The  total 
graduated  from  U.S.  medical  schools  during  the 
past  year  was  7,743  — a record,  and  up  169  from 
the  preceding  year’s  total. 

As  of  Sept.  1.  1966  there  were  48,656  U.S.,  Ca- 
nadian. and  foreign  medical  graduates  in  U.S.  grad- 
uate medical  education  leading  toward  licensure, 
general  or  specialty  practice,  or  specialty  board 
certification. 

Of  this  total,  10,366  were  interns,  32,050  were 
residents,  and  6,240  were  in  other  types  of  training. 

Americans  also  go  abroad  for  medical  study.  A 
few  enter  Canadian  medical  schools,  and  consider- 
ably more  turn  to  medical  schools  in  other  coun- 
tries. The  Institute  of  International  Education  re- 
ported that  in  1966-67  there  were  2,377  U.S.  citi- 
zens working  toward  medical  degrees  in  foreign 
schools. 

5}?  ^ ^ 

MOST  EMPLOYERS  PAY  EMPLOYEES'  HEALTH 
INSURANCE 

The  majority  of  employees  who  came  under  new 
group  health  insurance  policies  at  the  beginning  of 
the  year  had  the  full  cost  of  that  insurance  paid 
for  by  their  employers. 

This  was  among  the  findings  of  a sample  survey 
(Continued  on  next  page) 


Here’s  what  you  do  to 
get  samples  of  the 

antfcostive* 

hematinic 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC 

Hematinic  with  Vitaminsand  Fecal  Softener 

A tablet-a-day  provides: 


• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  nig 

• Dioctyl  Sodium  Sulfosuccinate  ( to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


089*7—6063 


February,  1968 


129 


specialist' 

on  hundreds 
of  cases .... 

Just  as  many  doctors  specialize, 
we  have  concentrated  our  efforts  in 
selecting  and  retailing  the  finest 
wines  in  the  world.  In  a sense,  we  are 
“specialists”,  too. 


We  have  more  than  1300 
different  types  of  wines  from 
which  you  can  select.  If  you're 
uncertain  as  to  the  right  wine  for  a 
particular  occasion,  we'd  be  very 
happy  to  help  you,  just  as  we  have 
helped  thousands  of  others  enjoy  the 
finest  wines  in  the  world.  We  are 
“specialists'’  on  hundreds  of  cases 
of  the  finest  vintages.  Let  us  help 
you  select  from  the  largest  array 
of  wines  in  the  area.  As  a matter  of 
fact,  we  have  a one-third  greater 
selection  than  any  wine  shop 
in  New  York.  Another  “plus”.  Join 
our  Vintage  Guild.  Membership 
is  free. 


Please  sec  our  “specialists.” 
No  appointment  necessary. 


of  new  group  plans  issued  by  insurance  companies. 

The  survey,  conducted  by  the  Health  Insurance 
Institute,  published  in  booklet  form  in  January, 
indicated  a definite  trend  toward  employer-pay-all 
plans. 

In  1966,  46  per  cent  of  the  employees  surveyed 
had  the  pay-all  coverage.  In  1967,  it  had  jumped 
to  63  per  cent. 

Approximately  six  out  of  10  of  these  employees 
do  not  contribute  toward  their  group  coverage  while 
about  four  out  of  10  share  health  insurance  costs 
for  the  new  plans  with  their  employers,  the  survey 
indicated. 

It  was  an  uncommon  employee  — about  one  out 
of  every  100  — who  paid  the  full  cost  of  his  own 
protection,  the  Institute  said. 

^ ^ 

ADA  CAUTIONS  ON  USE  OF  DENTAL  X-RAYS 

Dental  x-rays  should  only  be  used  when  they 
are  important  to  proper  diagnosis  and  after  careful 
consideration  of  a patient’s  dental  and  general 
health  needs,  the  Journal  of  the  American 
Dental  Association  reported  in  its  February 
1968  issue. 

The  Journal  cited  1 1 recommendations  which 
serve  as  the  basis  for  the  Association's  long-estab- 
lished information  program  designed  to  alert  the 
profession  and  the  public  about  the  safe,  effective 
use  of  dental  x-rays.  The  article  containing  the  1 1 
steps  is  part  of  JADA’s  year-long  series  on  radia- 
tion hygiene  and  practices.  Developed  in  collabora- 
tion with  the  ADA  Council  on  Dental  Materials 
and  Devices  and  the  Council  on  Dental  Research, 
each  article  has  been  based  on  one  or  more  of  the 
recommended  procedures  listed  in  the  Februarv 
JADA. 

The  recommendations  emphasize  the  dental  x-ray 
examinations  should  not  be  conducted  periodically 
or  be  a standard  part  of  every  dental  checkup. 

"The  Association  has  long  advised  practitioners 
that  the  use  of  x-radiation  should  be  kept  at  a min- 
imum and  should  only  come  after  careful  considera- 
tion of  both  the  dental  and  general  health  needs  of 
the  patient,”  the  JADA  article  explains. 

‘•The  number  of  exposures  should  be  the  mini- 
mum necessary  to  obtain  essential  diagnostic  in- 
formation.” 

Other  recommendations  deal  with  proper  pro- 
cedures to  protect  the  patient  during  radiographic 
examination;  protection  of  office  personnel  and  den- 
tists; modernization  of  x-ray  equipment;  use  of 
fast-speed  film  and  proper  darkroom  procedures. 

In  publishing  its  own  set  of  recommendations  the 
Association  said:  "Dentists  of  the  nation  have  a 
prime  responsibility  to  protect  and  improve  the 
health  of  the  public  and  to  ensure  that  everything 
done  in  the  dental  office  is  directed  precisely  to 
this  end.  X-ray  procedures  are  an  essential  phase 
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of  modern  dental  practice  and  an  indispensable  ad- 
junct to  the  diagnosis  of  many  diseases  of  the 
mouth  and  of  the  face  and  jaw.  It  would  be  im- 
possible to  maintain  a dental  practice  at  the  level 
the  American  people  rightfully  expect  without  the 
use  of  x-rays,”  JADA  reported. 

At  the  same  time,  the  article  emphasized  that 
dental  practitioners  must  employe  x-rays  with  scru- 
pulous care. 

jfs  % 

MORE  WOMEN  USE  MEDICARE 

More  women  than  men  used  Medicare  during  its 
first  year  of  operation,  but  on  the  average  they 
paid  less  for  their  medical  bills,  the  Health  Insur- 
ance Institute  reported  recently. 

According  to  government  figures,  seven  out  of 
10  women  eligible  for  Medicare  utilized  it  for  health 
costs  incurred  both  in  and  out  of  hospitals,  com- 
pared with  six  out  of  10  men.  Women's  per  capita 
medical  costs  were,  at  the  same  time,  slightly  lower. 

Overall,  one  out  of  five  of  those  enrolled  in  Med- 
icare received  hospital  care  during  its  first  year  of 
operation.  Patients  averaged  two-and-a-half  weeks 
in  the  hospital  at  a cost  of  $46  per  day.  Bills  av- 
eraged about  $750  apiece. 

* * * 

HOW  COFFEE  AFFECTS  THE  BODY 

Considering  that  eight  out  of  ten  Americans  drink 
coffee,  the  question  whether  coffee  has  any  physio- 
logical effect  on  the  body  is  an  important  one.  Ac- 
cording to  the  Illinois  State  Medical  Society,  one 
or  two  cups  of  coffee  will  raise  the  temperature 
inside  the  stomach,  make  the  heart  beat  faster,  in- 
crease the  basal  metabolic  rate,  cause  certain  glands 
to  become  underactive,  and  force  the  kidneys  to 
produce  and  eliminate  almost  100  per  cent  more 
urine.  But  fortunately,  most  of  these  effects  wear 
off  within  an  hour.  A common  conception  is  that 
coffee  will  make  a person  nervous,  but  there  is  no 
medical  basis  for  this,  scientists  agree.  Another 
often  heard  belief  is  that  coffee  will  interfere  with 
sleep.  One  study  showed  that  subjects  who  drank 
one  cup  of  coffee  before  retiring  actually  slept  bet- 
ter than  those  who  did  not  have  coffee.  But  on  the 
other  hand,  those  who  drank  two  or  three  cups 
found  it  difficult  to  fall  asleep.  Research  has  shown 
that  coffee  can  be  beneficial  for  certain  ailments. 
The  caffeine  improves  circulation  by  expanding  cer- 
tain blood  vessels  and  narrowing  others.  In  some 
types  of  heart  disease  it  widens  the  coronary  blood 
vessel  and  improves  the  circulation  through  the 
heart.  Patients  with  cardiac  asthma  ( a difficulty 
in  breathing  due  to  poor  circulation  through  the 
lungs)  may  be  helped  by  caffeine.  A bronchial 
asthma  condition  may  be  helped  by  the  relaxing 
effect  caffeine  has  on  the  bronchi.  Migraine  head- 
aches, caused  by  temporary  spasms  of  certain  blood 
('Continued  on  Page  NO) 
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find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 
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Tandearil®,oxyphenbutazone,  100  mg.  tablets 

Indications:  Osteoarthritis,  rheumatoid  arthri- 
tis. rheumatoid  spondylitis,  psoriatic  arthritis, 
gout,  painful  shoulder  (peritendinitis,  capsulitis, 
bursitis  and  acute  arthritis  of  that  joint),  acute 
superficial  thrombophlebitis,  severe  forms  of  a 
variety  of  local  inflammatory  conditions.  (In 
inflammatory  conditions  not  involving  pro- 
longed or  fatal  disease,  use  only  when  severity 
of  condition  balances  potential  toxicity.) 

The  drug  has  no  significant  uricosuric  action 
but  is  of  value  only  in  the  treatment  of  acute 
gouty  arthritis. 

Contraindications:  Edema,  danger  of  cardiac 
decompensation,  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy,  history  of  blood  dys- 


crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs 
are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenylbuta- 
zone, sensitive  patients  may  be  cross-reactive. 
If  coumarin-type  anticoagulants  are  given  si- 
multaneously, watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleed- 
ing have  occurred.  Pyrazole  compounds  may 
potentiate  the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide- type  agents  and  insu- 
lin. Carefully  observe  patients  receiving  such 
therapy.  Use  with  great  caution  in  the  first  tri- 
mester of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 


plete physical  and  laboratory  examination, 
eluding  a blood  count.  The  patient  should  n] 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  tc  | 
discontinue  the  drug  and  report  immediate  fj 
fever,  sore  throat,  or  mouth  lesions  (symptor  I 
of  blood  dyscrasia);  sudden  weight  gain  (wa 
retention);  skin  reactions;  blackortarrystoc  I 
or  other  evidence  of  intestinal  hemorrhag  f 
occur.  Make  regular  blood  counts.  Discor  i 
tinue  the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changi  I 
significantly,  granulocytes  decrease,  or  imr-i 
ture  forms  appear.  Use  greater  care  in  the  I 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are, I 
nausea,  edema  and  drug  rash.  Swelling  of  >1 
ankles  or  face  may  be  minimized  by  with-  I 


Pain  Break” 

for  an  osteoarthritic. 

Tandearil  can  ease  it. 

At  46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
be  the  familiar  picture  of  osteoarthritis. 

Mlf  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only  1 or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


(holding  dietary  salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and  in  those 
with  hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  im- 
mediately after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently 
subside  with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  systemic 
' reactions  usually  requires  withholding  medica- 
tion. Purpuric  rash  has  also  been  reported. 
Agranulocytosis  or  a generalized  allergic  reac- 
tion similar  to  a serum  sickness  syndrome  may 
occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attribu- 
table to  the  drug,  a causal  relationship  cannot 
be  excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and  hema- 
turia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 

Geigy 


Dosage  in  Osteoarthritis:  Initial : 3 to  6 tablets 
daily  in  divided  doses.  It  is  usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  1 
week  is  adequate  to  determine  response,  in 
the  absence  of  a favorable  response,  discon- 
tinue. Maintenance:  An  effective  level  is  often 
achieved  with  1 or  2 tablets  daily,  do  not 
exceed  4 daily.  6562-VI(B)R2 


For  complete  details,  please  see  full  pre- 
scribing information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  T*.tsos 


when  he  just;  can’t  sleep 

Tuinal 

One-Half  Sodium  Amobarbital  arl 
One-Half  Sodium  Secobarbitl 
supplied  in  %,  IVa,  and  3-grain  Pulvulc* 


uinal  helps  wakeful  patients  fall  asleep  fast,  stay 
sleep  all  night. 

indications:  Tuinal  is  indicated  for  prompt  and  moder- 
tely  long-acting  hypnosis.  It  is  not  suitable  for  con- 
inuous  daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
sred  to  anyone  with  a history  of  porphyria,  nor  should 
hey  be  given  in  the  presence  of  uncontrolled  pain,  be- 
ause  excitement  may  result. 

Varning:  May  be  habit-forming. 

'recautions:  Tuinal  should  be  used  cautiously  in  pa- 
tents with  decreased  liver  function,  since  prolongation 
,'f  effect  may  occur. 

adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
S angover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (34-3  grains)  at  bedtime. 
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Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Book  Reviews 


MAX  UAL  OX  ALCOHOLISM  of  the  American 
Medical  Association.  Chicago,  1967.  500;  Med- 
ical Students,  Hospital  Interns  400. 

The  Manual  on  Alcoholism  of  the  American  Med- 
ical Association  is  a brief  but  excellent  review  of 
this  tremendous  problem.  The  facts  are  stated 
clearly,  concisely,  and  with  easy  readability  for  the 
busy  physician. 

Its  emphasis  on  the  doctor's  interest  in  the  al- 
coholic and  his  welfare  is  significant.  “There  sim- 
ply is  no  substitute  for  genuine  interest  in  the  pa- 
tient as  a person,  concern  over  his  welfare,  and 
earnest  desire  to  help  him  in  whatever  ways  are  ne- 
cessary. all  of  which  are  quickly  perceived  and  usu- 
ally responded  to  favorably,”  it  states. 

The  section  on  diagnosis  and  treatment  puts  the 
psychological  approach  to  the  alcoholic  and  his 
problems  in  proper  perspective.  “A  firm,  consistent, 
accepting  and  reasonable  attitude  toward  the  pa- 
tient and  his  illness  proves  superior  and  is  more 
likely  to  bring  success  to  the  treatment  program. ” 

This  short,  87  page  Manual  should  be  in  every 
physician's  office  as  a quick  reference  source.  The 
appendix  with  8 pages  of  helpful  “clues"  to  aid  in 
diagnosis,  management,  and  treatment  of  the  al- 
coholic will  prove  helpful  in  the  complete  manage- 
ment of  the  alcoholic  and  his  problems. 

This  Manual  is  written  in  such  a logical  and  un- 
emotional way  that  no  one,  however  extreme  his 
viewpoint,  could  take  offense. 

Laurence  A.  Senseman,  m.d. 

* * * 

DISORDERS  OF  CARBOHYDRATE  METABO- 
LISM IX  IXFAXCY  by  Marvin  Cornblath. 
M.D.,  and  Robert  Schwartz,  M.D.  Volume  III 
in  the  Series  MAJOR  PROBLEMS  IX  CLINIC- 
AL PEDIATRICS,  Alexander  J.  Schaffer.  Con- 
sulting Editor.  \Y.  B.  Saunders  Company,  Phila- 
delphia, 1966,  $8.50 

Volume  II  in  the  series  “Major  Problems  in  Clin- 
ical Pediatrics”  is  a masterly  assembled  monograph. 
There  are  five  major  sections  with  two  appendices. 
The  appendices  are  devoted  to  diets  for  disorders 
of  carbohydrate  metabolism.  In  succession  we  read 
about  the  complex  interrelationships  of  carbohy- 
drates in  metabolism,  the  multiple  metabolic  adjust- 
ments (homeostasis)  in  pregnancy,  as  well  as  in 
the  full  term  and  low  birth  weight  neonate.  Section 
two  elaborates  on  the  newborn  confronted  with  ab- 
normal glucose  metabolism.  Some  of  the  problems 
encountered  include  the  diabetic  mother,  transient 
symptomatic  hypoglycemia  in  the  newborn,  and 
transient  diabetes  mellitus  in  early  infancy. 


Part  three  deals  with  hereditary  metabolic  dis- 
orders other  than  glucose  including  galactose,  gly- 
cogen, and  fructose.  A number  of  hypoglycemic 
syndromes  in  infancy  receive  special  attention  in 
part  four  of  the  book.  Finally  the  authors  review 
most  available  information  on  the  sugar  malabsorp- 
tion diseases. 

There  has  been  a tremendous  accumulation  of 
knowledge  concerning  both  normal  and  abnormal 
carbohydrate  metabolism  in  the  past  fifteen  years. 
The  authors,  both  of  whom  have  contributed  sig- 
nificantly to  this  new  knowledge,  have  contrived 
to  present  the  facts  in  a highly  readable  yet  selec- 
tive and  comprehensive  manner.  The  prejudice  ap- 
parent in  interpretation  and  treatment  are  clearly 
defined  in  the  book.  In  truth  this  honest  appraisal 
serves  as  a stimulus  to  memory  and  perhaps  may 
serve  also  to  stimulate  further  research  in  the  moun- 
tain of  unresolved  problems  in  the  field  of  carbo- 
hydrate metabolism. 

This  monograph  is  recommended  to  anyone  wish- 
ing to  bring  his  information  concerning  carbohy- 
drate metabolism  in  infancy  up  to  date. 

Betty  Burkhardt  Mathieu,  m.d. 

* * * 

LEARXIXG  MEDICAL  TERMIXOLOGY  STEP 

BY  STEP  by  Clara  Gene  Young  and  James  D. 

Barger,  M.D.  The  C.  V.  Mosbv  Company,  St. 

Louis,  Missouri,  1967.  $7.50 

This  is  a text  which  is  arranged  in  such  a man- 
ner that  it  may  serve  as  a useful  tool  of  reference 
and  may  be  adapted  to  courses  to  train  paramed- 
ical personnel. 

This  book  is  unlike  most  medical  terminology 
texts  in  that  it  includes  chapters  devoted  to  such 
areas  as  “Laboratory  Investigations,”  “Exercises 
with  Hospital  Reports,”  and  “Medical  Insurance 
Claims"  forms.  All  the  above  will  prove  to  be  most 
beneficial  to  the  student  who  deals  with  histories, 
physical  examinations,  operative  reports,  and  dis- 
charge summaries.  Of  special  benefit  will  be  the 
chapter  on  the  insurance  claims  forms  which  in- 
cludes many  sample  forms  and  an  explanation  as 
to  how  to  complete  them. 

Most  of  the  text  is  devoted  to  the  systems  of  the 
body.  At  the  beginning  of  each  chapter  there  are 
several  paragraphs  on  the  anatomy  of  the  particular 
system,  together  with  anatomical  illustrations,  fol- 
lowed by  a glossary  relative  to  the  system. 

If  this  book  is  followed  step  by  step,  as  the  au- 
thors have  indicated,  the  student  would  have  a 
good  knowledge  of  medical  terminology. 

Elizabeth  Bingham,  r.r.l. 
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DORSEY  "FLU-GRAM'’ 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic"  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults — 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
Lincoln,  Nebraska  68501 


clip  and  file  under  “flu" 


For  relief  of  "flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
| Representative 

1 I 
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February,  1968 


Peripatetics 


Three  new  Rhode  Island  pediatricians  have  be- 
come Fellows  in  the  American  Academy  of  Pedi- 
atrics. They  are  BETTY  BURKHARDT  MA- 
THIEU,  JOSEPH  R.  PELTIER  and  RAYMOND 
LANCASTER. 

=!=  * * 

New  officers  of  the  Staff  Association  at  the 
Rhode  Island  Hospital  are:  President,  AMERICO 
A.  SAVASTANO;  President-Elect,  DAVID  J. 
FISH;  Vice  President.  THOMAS  PERRY;  and 
Treasurer.  THOMAS  McOSKER.  HENRY  Mc- 
DUFF  and  THOMAS  FORSYTHE  have  been 
elected  to  the  Executive  Committee. 

* * * 

At  the  Rhode  Island  Hospital,  LOLTS  MARTI- 
NEAU,  GEORGE  BOWLES,  NATHANIEL  ROB- 
INSON and  SARAH  SAKLAD  received  Captain's 
Chairs  after  retiring  from  the  Active  Staff  and 
joining  the  Consulting  Staff. 

* * * 


Designers  £ Suppliers  of  Offices 

!M  Coirance  Street  • Providence  3,  R.  I.  GfepN  1523 


At  the  Station  Hospital  of  the  LLS.  Naval  Air 
Station  at  Quonset  Point,  the  following  officers 
have  been  promoted  to  Lieutenant  Commander:  N. 
TURNER  GRAY,  Pediatrics;  JOSEPH  W.  GRAY, 
Ophthalmology;  FRANCIS  E.  WANAT,  Internal 
Medicine,  and  JOHN  D.  IZSAK,  Pediatrics. 

* * * 

CAPT.  JOHN  F.  RAMPONE,  a former  intern 
at  the  Rhode  Island  Hospital  in  1965-66,  recently 
was  awarded  the  Bronze  Star  with  “V”  for  heroism 
and  valor  while  serving  in  Viet  Nam.  JOHN 
RAMPONE’S  citation  reads  ‘‘his  courage  and  out- 
standing leadership  will  always  contribute  to  the 
morale  of  the  fighting  men  who  observed  his  un- 
daunted efforts  to  reach  the  wounded,  and  to  those 
who  will  undoubtedly  hear  of  his  valor.”  The  ac- 
tion which  led  to  his  citation  arose  when,  searching 
out  the  wounded  in  an  engagement,  he  went  well 
beyond  the  established  perimeter,  and  when  driven 
back  by  enemy  fire,  organized  and  directed  the 
troops  which  beat  back  the  enemy  and  directed 
helicopter  evacuation  of  the  wounded. 

The  Founder  and  President  of  Project  HOPE, 
William  B.  Walsh,  M.D.,  has  announced  that  three 
Rhode  Island  medical  professional  returned  from 
service  aboard  the  floating  medical  center  S.S. 
HOPE  in  mid-December.  The  following  individuals 
have  worked  in  Project  HOPE'S  medical  teaching- 
treatment  mission  to  Cartagena,  Colombia: 

MISS  MAUREEN  J.  GALLEGHER,  R.N., 
Newport,  Rhode  Island,  who  received  her  nursing 
education  at  Children's  Medical  Center,  Boston, 
Massachusetts; 

MISS  CLAIRE  RENEHAN,  R.N.,  Providence, 
Rhode  Island,  an  operating  room  nurse  who  re- 
ceived her  nursing  education  at  the  Rhode  Island 
Hospital  School  of  Nursing  and  previously  served 
with  HOPE  in  Nicauragua; 

VINCENT  ZECCHINO,  M.D.,  Providence, 
Rhode  Island,  a specialist  in  orthopaedic  surgery, 
returning  to  his  private  practice. 

Doctor  Zecchino  worked  aboard  the  ship  for  two 
months  as  a volunteer;  Miss  Gallegher  and  Miss 
Renehan  served  as  permanent  staff  member  for  the 
entire  ten-month  mission. 
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a stuffy  nose 
is  no 

laughing  matter 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  I131  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


Trademark 


Ornade 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule®  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Smith  Kline  & French  Laboratories 


V&jfcV. 


THROUGH  THE  MICROSCOPE 

(Continued  from  Page  131) 
vessels  in  brain,  can  also  be  relieved  by  coffee. 

(“How  Coffee  Affects  your  Health.”  in  Today’s 
Health,  April,  1967). 

*  *  * * 

HARVARD  TO  CONTINUE  DENTAL  SCHOOL 

Harvard  president  Xathan  M.  Pusey  has  an- 
nounced that  Harvard  University  will  continue  its 
program  of  dental  education.  Accepting  recom- 
mendations of  a select  committee,  the  University 
will  continue  its  programs  of  graduate  and  post- 
graduate education  in  dentistry  but  with  changes 
in  admission  procedures,  curriculum  planning  and 
content,  and  clinical  training  practices.  The  present 
practice  of  admitting  dental  students  in  direct  com- 
petition with  medical  students  for  places  in  first 
year  classes  will  be  discontinued.  Dental  students 
will  be  admitted  separately,  enabling  the  dental 
school  to  increase  the  size  of  its  classes.  In  addi- 
tion, third  and  fourth  year  dental  students  will 
study  in  hospital  settings  rather  than  the  dental 
clinic. 


DID  YOU  KNOW? 

• An  over-65  citizen  requiring  medical  attention 
outside  the  United  States  is  personally  responsible 
for  his  medical  bills.  He  is  not  covered  by  Medicare. 

• This  applies  to  any  American  over  65  includ- 
ing tens-of-thousands  of  retired  persons  living 
abroad. 

• There's  one  exception:  should  the  insured  be 
hospitalized  in  a Canadian  or  Mexican  border  hos- 
pital — provided  the  emergency  occurred  in  the 
United  States  — he  will  still  be  entitled  to  benefits. 

• Many  are  avoiding  this  problem  through  pri- 
vate health  insurance  that  supplements  their  Medi- 
care coverage  or  through  special  trip  policies  cov- 
ering foreign  medical  costs. 

• A Health  Insurance  Institute  survey  conducted 
at  the  outset  of  the  Medicare  program  showed  that 
at  least  70  companies  offered  over  100  supplemen- 
tary plans  including  many  covering  foreign  travel. 

• Most  of  these  plans  are  designed  to  either  pro- 
vide benefits  for  medical  expenses  not  covered  by 
Medicare  or  to  provide  a cash  benefit  to  pay  for 
expenses  incidental  to  the  illness  or  injury. 

• The  only  areas  outside  the  nation's  50  states 
and  the  District  of  Columbia  where  Medicare  is  in 
effect  include  Puerto  Rico,  Guam,  the  Virgin  Is- 
lands and  American  Samoa. 

• More  women  than  men  used  Medicare  during 
its  first  year,  but  on  the  average  their  medical  costs 
were  lower  than  men’s. 

• Overall,  one  out  of  five  of  those  enrolled  in 

Medicare  received  hospital  care  during  the  first 
year.  . . . Health  Insurance  Institute 


AMA  ADOPTS  EXPANDED  STATEMENT  OF 
PURPOSE 

Broad  initative  in  advancing  health  care  for  ev- 
eryone is  detailed  in  an  expanded  statement  of  pur- 
poses and  responsibilities  of  the  American  Medical 
Association  adopted  by  its  House  of  Delegates  anl 
disseminated  to  all  AMA  members. 

The  11 -point  document  greatly  enlarges  upon  the 
previous  statement  of  AMA  purposes.  It  puts  the 
skills  and  resources  of  the  world's  largest  medical 
organization  behind  a continuing  effort  to  stimulate 
progress  in  all  aspects  of  health  care  in  America. 

The  statement  declares  that  it  is  the  responsibil- 
ity of  the  AMA,  as  the  representative  of  the  Amer- 
ican medical  profession,  to  continue  to  foster  the 
advancement  of  medical  science  and  the  health  of 
the  American  people  and  to  discharge  that  respon- 
sibility through  the  following  means: 

. By  encouraging  the  advancement  of  medical 
knowledge,  skills,  techniques  and  drugs;  and  by 
maintaining  the  highest  standards  of  practice  and 
health  care. 

2.  By  creating  incentives  to  attract  increasing 
numbers  of  capable  people  into  medicine  and  the 
other  health-care  professions. 

3.  By  advancing  anl  expanding  the  education  of 
physicians  and  other  groups  in  the  health-care  field. 

4.  By  motivating  skilled  physicians  who  have  the 
art  of  teaching  to  apply  themselves  to  developing 
new  generations  of  excellent  practitioners. 

5.  By  fostering  programs  that  will  encourage 
medical  and  health  personnel  to  serve  voluntary  in 
the  areas  of  need  for  medical  care. 

6.  By  developing  techniques  and  practices  that 
will  moderate  the  costs  of  good  medical  and  health 
care. 

7.  By  seeking  out  and  fostering  means  of  mak- 
ing all  health  care  facilities  — physicians'  offices, 
hospitals,  laboratories,  clinics  and  others  — as  ef- 
ficient and  economical  as  good  medical  practice  and 
attention  to  human  values  will  permit. 

8.  By  combining  the  utilization  of  the  latest 
knowledge  for  prevention  and  treatment  with  the 
vital  healing  force  of  the  physician's  personal  knowl- 
edge of  and  devotion  to  his  patient. 

9.  By  maintaining  the  impetus  of  dedicated  men 
and  women  in  providing  excellent  health  care  by 
preserving  the  incentives  and  effectiveness  of  un- 
shackled medical  practice. 

10.  By  maintaining  the  highest  level  of  ethics 
and  professional  standards  among  all  members  of 
the  medical  profession. 

11.  By  providing  leadership  and  guidance  to  the 
medical  profession  of  the  world  in  meeting  the 
health  needs  of  changing  populations. 
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ILK  COMMISSION  REPORT 
OVIDENCE  MEDICAL  ASSOCIATION,  1967 


' rtified  milk  in  Providence  during  1967  was 
obtained  from  Hillside  Farm,  Cranston,  Rhode 
al.  This  farm  is  the  only  one  supplying  certified 
1 in  Rhode  Island.  The  herd  is  under  State  and 
dal  supervision  and  is  Tuberculosis  and  Brucel- 
iitree. 

\amin  D Certified  Milk  is  defined  as  whole 
9 tied  Milk  rendered  antirachitic  by  irradiation 
addition  of  a concentrate  the  results  of  which 
I show  at  least  400  U.S.P.  units  per  quart. 

1 ring  the  past  year  the  analysis  of  Certified 
i samples  has  been  performed  by  the  Depart- 
3 of  Health  laboratories.  They  have  been  most 
erative  in  assisting  the  milk  commission. 

' e Sanitary  Inspector  is  appointed  by  the  Com- 
i on  to  supervise  sanitary  conditions  at  the  farm. 
i physician  to  the  farm  is  responsible  for  the 
;h  of  the  employees.  Both  physicians  are  li- 
rd.  The  Veterinarian  is  also  appointed  by 
f 'om  mission. 

'ictor  Reuben  C.  Bates  has  been  the  secretary  - 
eurer  and  guiding  force  since  the  inception  of 
[iTommission  in  February  1926.  He  died  in  Oc- 
1 1967  and  we  shall  miss  him  for  many  reasons. 
tCommission  will  continue  its  functions  despite 
s ntimely  demise. 

D.  William  J.  Bell,  m.d. 

John  E.  Farley,  m.d. 

John  P.  Grady,  m.d. 

George  H.  Taft,  m.d. 

Henry  E.  Utter,  m.d. 

John  T.  Barrett,  m.d.,  Chairman 

Monthly  Averages  of  Certified  Milk  for  1967 


HILLSIDE  FARM 
Pasteurized 


Butter 

Fat 

Solids, 
not  Fat 

Total  Bacteria 
Solids  per  C.C. 
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4.1 

8.80 

12.86 

36 
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4.0 

9.02 

12.99 

109 
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..  4.0 

9.09 

13.06 

112 

|1  

3.7 

8.85 

12.78 

25 
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8.70 

12.77 

5 
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8.67 

12.73 

30 
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8.51 

12.35 

30 
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8.67 

12.69 

30 
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3.8 

8.64 

12.49 

98 
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3.9 

8.70 

12.60 

36 
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3.9 

8.73 

12.63 

30 

:mber 

3.9 

8.69 

12.64 

30 

"ly  Average 

3.9 

8.75 

12.72 

48 
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The  legal  standards  for  Certified  Milk  are  those 
adopted  by  the  American  Association  of  Medical  Milk 
Commissions,  Inc.  and  in  effect  at  the  time  of  produc- 
tion. 

Unless  otherwise  indicated  on  the  label  it  shall  con- 
tain an  average  of  4.0%  of  butter  fat  with  a minimum 
of  3.5%  for  individual  samples  and  a minimum  of  12% 
for  total  solids. 

The  average  bacterial  count  of  Pasteurized  Certified 
Milk  shall  not  exceed  500  colonies  of  bacterial  per 
cubic  centimeter. 


SCANNING  THE  MEDICAL  LITERATURE 

NAIL  GROOVE  OF  UNKNOWN  CAUSE  by 
Francesco  Ronchese.  Cutis  3:1232,  1967. 

This  is  the  report  of  a case  of  one-nail  conspicu- 
ous disorder  ending  with  recovery  and  remaining 
enigmatic  (idiopathic)  as  to  the  cause. 

THE  RADIATION -DAMAGED  NAIL  by  Fran- 
cesco Ronchese.  Cutis  3:1304,  1967. 

The  author  discusses  the  damage  to  the  nail  by 
overdoses  of  radiation  as  occasionally  seen  in  the 
roentgenologist,  the  gastroenterologist,  the  veterina- 
rian, or  following  excessive  dosages  for  warts. 


DID  YOU  KNOW? 

• More  Americans  than  ever  — - approximately 
3 million  — were  operated  on  in  1967. 

• Over  two  thirds  of  all  persons  undergoing  sur- 
gery use  insurance  to  pay  for  all  or  part  of  their 
surgical  bills. 

• The  average  length  of  hospital  stay  for  these 
patients  was  about  one  week  — compared  with  the 
months  of  care  often  required  by  an  individual  at 
the  turn  of  the  century. 

• For  those  under  45,  almost  40  per  cent  more 
women  than  men  undergo  surgery  not  related  to 
pregnancy. 

• An  estimated  145  million  Americans  — about 
seven  out  of  10  — have  surgical  expense  insurance, 
while  about  16  million  people  65  years  of  age  and 
over  are  covered  for  their  surgical  expenses  under 
Part  B of  Medicare. 

. . . Health  Insurance  Institute 


ONE  SENTENCE  ESSAY 

When  a pretty  girl  smiles  at  a fellow,  there  are 
only  three  chances  in  ten  that  they  are  thinking 
of  the  same  thing. 

. . . Anon. 
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getting  on 
my  nerves. 


Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


Equagesic®  tablets 


(meprobamate  and  ethoheptazine 


citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 


Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient’s  welfare. 


Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories  Philadelphia,  Pa. 


Edalogy  . . . 

(Ethnic  Medicine) 


BILIARY  TRACT  DISEASE  AMONG  THE  NAVAJOS 

From  a review  of  105  consecutive  cases  of  prim- 
ary biliary'  tract  disease  involving  surgery  at  Public 
Health  Service  Hospital.  Shiprock.  X.M.,  it  seems 
that  the  disease  appears  earlier  among  Xavajos 
and  is  more  aggressive  than  in  other  populations. 

Considering  the  age  incidence  of  cholecystitis  and 
cholelithiasis  among  the  Xavajos,  the  increasel  in- 
cidence of  choledocholithiasis  in  the  patients  with 
cholelithiasis  among  the  Xavajos.  the  increased  in- 
of  the  biliary  tree,  the  increased  incidence  of  in- 
ternal benign  biliary  fistulas,  and  the  early  ap- 
pearance of  choledocholithiasis  in  the  population, 
it  would  appear  safe  to  state  that  biliary  tract 
disease  is  more  agressive  in  Xavajos  than  non- 
Xavajo  populations. 

. . . Brown.  J.  E.,  and  Christensen.  C.:  JAMA 
202: 1$50,  (Dec.  11)  1967 
* * * 

CLINICAL  GALLBLADDER  DISEASE  IN  PIMA 
INDIANS 

Medical  records  of  575  members  of  a randomly 
selected,  age  and  sex  stratified  sample  of  600  Pima 
Indians  aged  15  to  74.  living  on  the  Gila  River 
Reservation  in  southern  Arizona  were  reviewed  for 
evidence  of  gallbladder  disease.  The  disease,  docu- 
mented by  x-ray  or  surgery,  occurred  in  31.3  per 
ent  of  Pima  females  and  6.0  per  cent  of  Pima  males 
— a significant  excess  in  both  sexes  over  that  found 
in  a similar  study  in  Framingham,  Massachusetts. 
Gallbladder  disease  was  related  to  increased  parity 
in  both  Pima  and  Framingham  females,  but  the 
higher  mean  parity  of  Pima  women  was  not  en- 
tirely responsible  for  their  excess  gallbladder  dis- 
ease, since  Pima  women  with  0 to  2 pregnancies 
had  a higher  disease  prevalence  than  all  Framing- 
ham women  whose  mean  number  of  pregnancies 
was  2.28.  There  was  no  association  between  dia- 
betes and  gallbladder  disease  in  Pima  females,  al- 
though diabetes  occurred  twice  as  frequently  among 
Pima  males  over  45  with  gallbladder  disease  as 
among  those  without  disease. 

. . . Comess,  L.  J.;  Bennett.  P.H.:  and  Burch, 
T.  A.:  Xew  Eng.  J.  Med.  277:894,  (Oct. 
26)  1967. 

* * * 

IDIOPATHIC  GANGRENE  IN  AFRICAN  CHILDREN 

Peripheral  symmetrical  gangrene  of  unknown 
origin  is  a rare  but  well-recognized  clinical  entity 
which  affects  the  indigenous  population  of  East 
Africa.  The  clotting  and  fibrinolytic  mechanisms  of 
three  children  who  suffered  from  the  syndrome 


were  studied  and  compared  with  age-matchec 
trols.  Tests  of  blood  coagulation  showed  no  a 
mality  in  the  patients.  Of  the  tests  of  the  fit 
lvtic  mechanism,  the  euglobulin  lysis  time,  a 
ure  of  overall  spontaneous  fibrinolytic  activit\ 
grossly  prolonged  in  each  case;  the  urokinast 
sitivity  test,  a measure  of  plasma  inhibition 
brinolysis,  was  markedly  reduced.  Each  patien 
exhibited  a dual  defect  of  the  fibrinolytic  ei 
system:  reduced  levels  of  plasma  fibrinolytic 
vator  and  increased  levels  of  inhibition  of 
nolvsis.  The  reduced  plasma  fibrinolytic  ac 
may  have  played  a part  in  genesis  of  pre- 
vascular  occlusion  leading  to  tissue  necrosis. 

...Turpie.  A.  G.  G.;  Forbes,  C.  D.;  am 
Xicol,  G.  P.:  Brit.  Med.  J.  3:646,  (Se 
1967 

* * :Jc 


LIVER  CELL  CARCINOMA  IN  ASIANS 
NEGROES 

Liver  cell  carcinoma  has  well  defined  geog 
and  racial  distributions.  It  is  a rare  disease 
P’nited  States  and  Europe,  and  in  Britain  ac 
for  only  one  per  cent  of  all  malignant  dise; 
is  the  most  common  malignant  tumor  in  Ja 
males  and  one  of  the  most  common  in  Jap 
Bantu  Xegroes  it  accounts  for  50  per  cent 
young  Bantu  gold  miners  87  per  cent  of  all 
nant  disease.  In  Chinese,  both  in  China  anc 
lava,  it  accounts  for  14  per  cent  of  cancers 

There  is  an  overwhelming  association  of 
ease  with  cirrhosis  of  the  liver,  usually  of  Lai 
type,  this  association  occurring  in  60  to  90 
of  cases.  In  those  countries  with  high  incid 
carcinoma  of  the  liver  it  is  seen  in  16  to 
cent  of  males  with  cirrhosis.  This  cirrhosis 
to  be  related  to  dietary  deficiencies  or  to> 
factors  rather  than  to  alcoholism. 

In  a series  of  48.900  consecutive  auto 
Los  Angeles,  the  overall  incidence  of  carcin 
the  liver  was  found  to  be  0.01  per  cent.  C 
was  found  in  2.6  per  cent  while  4.4  per  cen 
cirrhotics  had  liver  carcinoma.  Breakdown 
figures  for  cirrhotics  on  an  ethnic  basis  sho 
whites  had  3.4  per  cent  incidence  of  carci 
the  liver,  Xegroes  14.5  per  cent  and  Mo 
33.3  per  cent  although  this  last  figure  may 
statistically  significant  because  of  relativel 
numbers. 

. . . Margolese.  R.  G.;  Altman.  B.;  an 
A.  E.:  Emergency  Liver  Resection  f 
ary  Carcinoma.  T.  Mt.  Sinai  Hosp. 
(Xov.-Dec.)  1967 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardfi 
arrhythmias  have  occurred  in  hyM 
thyroid  patients  and  in  patients  1 
ceiving  thyroid  medication  whet)# 
Tofranil  was  added  to  the  regim|.| 
Imipramine  may  block  the  pharrfj 
cologic  activity  of  guanethidine  d 
other  related  adrenergic  neuronl 
blocking  agents. 

The  drug  is  not  recommended  a* 
present  time  in  patients  under  1 *4 
of  age. 

Adverse  Reactions:  Dryness  of  t t 
mouth,  tachycardia,  constipatio® 
turbances  of  accommodation,  s aH 
ing,  dizziness,  weight  gain,  urinfi 
frequency  or  retention,  nausea  dfl 
vomiting,  peripheral  neuritis,  mi  j 
parkinson-like  syndrome,  tremonl 
rare  cases  of  falling  in  elderly  pi  if 
tients,  confusional  states  (with 
symptoms  as  hallucinations  ancjilj 
orientation),  activation  of  psychiii 
schizophrenics  and  agitation  (ii|4 


When 
a milestone  in  life 
is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter.. .she’s  losing  a son. 
The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad 
ness,  incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 


^Ipomanic  and  manic  episodes) 

III  may  require  dosage  reduction 
It  r addition  of  a tranquilizer  or 
grary  discontinuation  of  the  drug, 
If  tiform  seizures,  orthostatic 
tension  and  substantial  blood 
lure  fall  in  hypertensive  patients, 
r ra,  transient  jaundice,  bone  mar- 
• epression  including  agranulocy- 
s sensitization  and  skin  rash 
tiling  photosensitization,  eosino- 
i and  mild  withdrawal  symptoms 
' fden  discontinuation  after  pro- 
' d treatment  with  high  doses, 
fsional  hormonal  effects  (im- 
fce,  decreased  libido,  and  estro- 
f effects)  may  be  observed, 
r ine-like  effects  may  be  more 
3 unced  (e  g.  paralytic  ileus)  in 
ptible  patients  and  in  those 
anticholinergic  agents  (includ- 
I itiparkinsonism  drugs). 

I tient  Adult  Dosage:  Initially, 

I . daily,  increased,  if  necessary. 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


Tofranil' 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


You’re  up  ten  pounds  since  your  last  physical.  We  're  going  to  ha  ve  to  do  something  about  that. " 


Get  them  while 
they’re  easily  reversible 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechlae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
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466  7 


THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by 


the  Washington  Office  of  the  Amer- 
ican Medical  Association. 


Dr.  Dwight  L.  Wilbur,  president-elect  of  the 
American  Medical  Association,  warned  that  physi- 
cians will  resist  any  effort  to  establish  national 
medical  standards  under  the  Regional  Medical  Pro- 
grams. 

But  he  predicted  that  the  medical  profession 
would  cooperate  enthusiastically  if  the  programs 
are  carried  out  on  a voluntary  cooperative  basis. 

Dr.  Wilbur  spoke  at  a conference  on  Regional 
Medical  Programs  sponsored  by  the  Department  of 
Health,  Education  and  Welfare. 

“If  the  program  in  fact  is  clearly  one  designed 
to  catalyze  and  to  facilitate  the  development  of  bet- 
ter programs  than  now  exist  to  serve  patients  and 
their  physicians,  it  will  undoubtedly  receive  en- 
thusiastic cooperation  from  the  medical  profession 
and  related  groups,”  Dr.  Wilbur  said.  “We  know 
that  the  law  and  its  legislative  history  stress  the 
voluntary  cooperative  nature  of  the  program  and 
that  interference  with  existing  patterns  is  specifi- 
cally prohibited.  . . . 

“Unlike  many  other  countries,  our  nation  has 
reached  its  preeminence  in  many  areas  of  activity 
because  of  this  unique  combination  of  multiple  in- 
dependent focal  points  of  activity  cooperating  on  a 
voluntary  basis  to  achieve  a commonly  desired 
goal 

“If  RMP  maintains  its  current  emphasis  on  the 
working  together  of  regional  groups,  it  will  fulfill 
its  purpose  of  improving  the  quality,  accessibility 
and  availability  of  health  care,  physician  and  insti- 
tutional performance,  and  consumer  satisfaction. 

“On  the  other  hand,  if  RMP  becomes  an  instru- 
ment for  the  establishment  of  national  standards 
with  the  coercive  compliance  compelled  by  such 
standards,  it  will  arouse  nationwide  resistance  from 
physicians,  institutions,  and  allied  health  profes- 
sionals. What  can  be  gained  by  cooperation  and 
meaningful  participation  will  surely  be  lost  if  the 
use  of  coercive  power,  which  for  the  moment  lies 
dormant  in  Public  Law  89-239,  becomes  its  domi- 
nant characteristic.  . . . 


“RMP  is  in  a strategic  position  to  bring  about 
changes  acceptable  both  to  physicians  and  their 
patients  that  will  improve  performance  and  patient 
satisfaction  without  undermining  patterns  of  be- 
havior that  are  traditional,  and,  more  significant, 
considered  by  the  medical  profession  essential  to 
the  preservation  of  high  quality  care.” 

* * * 

The  American  Medical  Association  told  Congress 
that  weight  reduction  is  a leading  health  area  for 
quackery. 

The  AMA  position  on  weight  reduction,  particu- 
larly as  so-called  diet  pills  are  involved,  was  out- 
lined by  Drs.  Theodore  B.  Van  Itallie  of  New 
York,  N.Y.,  a member  of  the  Council  on  Foods  and 
Nutrition,  and  Harry  C.  Shirkey  of  Birmingham, 
Ala.,  vice  chairman  of  the  Council  on  Drugs,  in 
testimony  before  the  Senate  Antitrust  and  Monop- 
oly Subcommittee. 

The  subcommittee  was  investigating  reports  that 
some  osteopaths  and  physicians  were  making  large 
incomes  from  assembly-line  administration  of  mul- 
ti-colored “diet”  pills,  containing  such  drugs  as 
barbiturates,  thyroid  extract,  amphetamines,  thia- 
zine,  diuretics,  laxatives  and  various  hormones. 

Officials  of  Illinois  and  Oregon  testified  that 
such  pills  were  involved  in  at  least  20  deaths  in 
their  states. 

“Perhaps  in  no  other  area  of  health  and  medical 
problems  do  we  encounter  as  much  food  faddism 
and  quackery,”  Dr.  Van  Itallie  testified.  “The 
obese  are  extremely  gullible,  forever  willing  to  be- 
lieve that  someday  a gadget  ,a  diet,  a pill,  or  a book 
will  lead  to  the  miracle  of  easy  and  painless  re- 
duction of  weight.  While  most  of  the  quackery 
originates  with  health  hucksters  who  have  no  sci- 
entific background,  training,  or  qualifications  in 
the  medical  or  nutritional  fields,  unfortunately  a 
physician  is  occasionally  involved. 

“The  American  Medical  Association  has  long 
utilized  its  various  publications  to  bring  to  the  pro- 
fession and  the  public  up-to-date  information  on 
the  latest  scientific  advances  in  the  area  of  obesity 
control.  It  frequently  focuses  attention  upon  those 
irregular  practitioners  and  faddists  who  prey  upon 
(Continued  on  Page  156) 
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A simplified  approach 
to  the  practica  management 
of  hypertension 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosat 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiui 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo' 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVEF 


See  Brief  Summary  on  final  page  of  advertisement 


linduronyl:  Its  deserpidine  component 
«dds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

)nce  a day,  every  day  mild  to  moderate  to  severe 

ENDURONYL 

IIETNYCLOTHIAZIDE  5 mg.with 

ESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg.  See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 
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EUTRON' 
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Heroes  tank  ft 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wer 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  fror 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Ii 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 

PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

METHYClOTHIAZIDf 


ENDURONYC 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Vi 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  ("low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  80143a 
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“Upper  respiratory  infection!  I thought  everything 
was  a ‘virus’  these  days?” 


Some  U.R.I.  patients  are  more 
miserable  than  others. 


That's  why  we  make  Novahistine 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 

With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 

Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg. 


PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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(Concluded  from  Page  152) 

the  unsuspecting  public.  As  the  national  voice  of 
Medicine,  we  believe  that  it  is  incumbent  upon  us 
to  help  protect  the  public  from  those  practices 
which  have  the  potential  of  adversely  affecting  the 
public  health.  . . . 

“A  physician  who  assumes  the  responsibility  for 
treating  obesity  takes  on  a difficult  role.  Few  other 
medical  disorders  require  the  same  disciplined  and 
prolonged  cooperation  of  the  patient  in  their  treat- 
ment. Even  under  the  best  of  circumstances,  the 
results  of  treatment  become  apparent  slowly.  The 
inherent  handicaps  may  strain  the  busy  physician’s 
patience  and  tempt  him  to  resort  to  unsound  meth- 
ods of  treatment.  He  must  have  a clear  understand- 
ing of  the  physiological  and  psychological  problems 
of  obesity  in  order  to  treat  it  wisely.” 

Dr.  Shirkey  broke  down  weight  drugs  into  seven 
general  classifications:  (1)  cardiac  glycosides;  (2) 
hormones,  chiefly  thyroid;  (3)  diuretics:  (4) 
anorexiants  (appetite  suppressants) ; (5)  laxatives: 
(6)  sedatives;  and  (7)  antispasmodics.  Of  them  he 
said: 

Cardiac  glycosides:  ‘‘Their  use  for  obesity  is 
reprehensible  and  may  well  have  attributed  to  the 
few  reported  deaths  of  patients  receiving  such 
treatment.” 

Hormones  — Thyroid:  ‘‘There  are  at  least  three 
irrationalities  ...  in  this  hormonal  approach  to  the 
treatment  of  obesity.” 

Diuretics:  ‘‘There  is  no  rational  basis  for  the  use 
of  diuretic  drugs  in  the  treatment  of  simple  obesity.” 

Anorexiants:  “Amphetamines  are  useful  as  a 
crutch  to  help  the  patient  become  accustomed  to  a 
rigorous  reducing  diet.  But  long-term  administra- 
tion is  not  justified  because  they  tend  to  become 
less  effective  and,  in  addition,  can  lead  ultimately 
to  habituation.” 

Laxatives:  ‘‘There  is  little  rational  basis  for  the 
use  of  laxatives  in  the  treatment  of  obesity.” 

* * * 

President  Johnson  said  the  administration  would 
take  additional  steps  to  abate  the  increases  in  health 
care  costs  and  to  increase  the  numbers  of  health 
personnel. 

In  his  economic  message  to  Congress,  he  said: 

“The  supply  of  qualified  health  personnel  has 
lagged  behind  the  expanding  demand.  I will  shortly 
propose  new  measures  to  increase  this  supply. 

“Last  year,  medical  care  prices  rose  7 per  cent, 


more  than  twice  as  fast  as  other  prices.  I shall 
propose  new  measures  to  slow  down  the  spiraling 
cost  of  health  care.” 

In  his  State  of  the  Union  message,  the  President 
included  in  a list  of  “absolutely  intolerable”  con- 
ditions which  he  said  had  existed  for  many  years: 
“Hospital  and  medical  costs  are  high,  and  they  are 
rising.”  He  did  not  amplify  the  brief  statements  in 
either  of  these  two  messages,  leaving  the  details 
for  a later  health  message  to  Congress. 

Chairman  Abraham  A.  Ribicoff  (D.,  Conn.)  said 
the  Senate  Government  Operations  Committee 
would  conduct  a two-year  investigation  into  the 
rise  in  hospital  and  other  health  care  costs.  He 
said  the  subcommittee’s  study  also  would  be  con- 
cerned with  the  numbers  of  physicians  and  other 
health  personnel. 

Mr.  Johnson  said  he  also  would  propose  a child 
health  program  and  stricter  penalties  for  those  who 
traffic  in  LSD  and  other  dangerous  drugs.  The 
child  health  program  would  provide  poor  families 
over  the  next  five  years  with  health  service  from 
prenatal  care  of  the  mother  through  the  child's 
first  year. 

The  budget  for  the  Department  of  Health.  Edu- 
cation and  Welfare  allotted  $66  million  for  medical 
education  in  fiscal  1969,  for  the  year  beginning 
next  July  1.  an  increase  of  more  than  $16  million. 
Federal  aid  for  allied  health  training  was  increased 
from  $19  million  to  $17.2  million. 

Medicare  expenditures  for  fiscal  1969  were  esti- 
mated at  $6.3  billion,  compared  with  $5.7  billion 
for  the  current  fiscal  year. 

Family  planning  programs  of  the  federal  govern- 
ment would  be  greatly  expanded.  The  goal  is  to 
provide  birth  control  information  to  one  million 
women  by  quadrupling  the  size  of  the  family  plan- 
ning services  budget  from  $6  million  to  $24  million. 


HOSPITAL  STAFF  APPOINTMENT 

Thomas  Hodgkin  in  1837  applied  for,  but  did 
not  receive,  an  appointment  as  assistant  physician 
at  Guy’s  Hospital.  His  friends  charged  the  Treas- 
urer of  the  Hospital  “with  favouritism  and  a per- 
sonal dislike  to  Hodgkin  on  account  of  his  liberal 
views  and  independent  character.  Hodgkin  was  one 
of  the  founders  of  the  ‘‘Aborigines”  Society,  and 
it  was  said  the  Treasurer  would  have  no  officer 
of  the  Hospital  who  drove  about  with  a North 
American  Indian.  ...  It  must  be  said  that  in  Hodg- 
kin Guy’s  Hospital  lost  one  of  its  greatest  orna- 
ments.” 

(Wilks  and  Bettany:  Biographical  History  of 
Guy’s  Hospital  — 1892). 
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For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  'U  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen8  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (V«  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2'h  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A  gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  ‘If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest...”3 
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^ethocarbamo‘  I 


0Heat  “A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 
hot  bath...”5 


"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine... 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
[methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33.91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18: 26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  1 4.23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 
62:142,  1962.  (7).  Feuer,  S.G.,  eta/..-  New  York  J.  Med.  62:1985,  1962. 


CJ  Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
”..  .without  interfering  with  normal 
tone  and  movement.”7  And  there 
is  little  likelihood  of  sedation.6 
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District  Medical  Society  Meetings 


NEWPORT  COUNTY  MEDICAL  SOCIETY 

Minutes  of  Regular  Meeting  7 June,  1967. 

A regular  meeting  of  the  Newport  County  Med- 
ical Society  was  held  at  Christie's  on  Wednesday 
evening  7 June,  1967  beginning  at  8:25  p.m.  with 
the  President,  Dr.  Richard  Knowles  presiding. 

The  minutes  of  the  meeting  of  5 April,  1967  were 
received  and  accepted. 

The  guest  speaker,  introduced  by  the  President, 
was  David  Shonting,  Ph.D.,  Director  of  Oceano- 
graphic Research  at  the  Underwater  Ordnance  Di- 
vision of  the  Naval  Station,  who  presented  a talk 
on  “Science  in  Russia,”  illustrated  by  color  slides. 
Dr.  Shonting  attended  the  2nd  Oceanographic  Con- 
gress in  Miscow  in  1966  and  he  gave  a very  in- 
teresting and  informative  discussion  of  the  Con- 
gress, his  experiences  in  Russia,  some  of  current 
ideas  of  Russian  scientists  as  well  as  a more  general 
presentation  on  Oceanography. 

The  applications  for  membership  of  Drs.  Howard 
Brown  and  Hendrik  Bogaars,  having  been  duly 
proposed,  seconded  and  passed  by  the  censors  were 
received  and  voted  favorably  upon. 

A communication  from  Dr.  Durudogan  on  behalf 
of  the  American  Cancer  Society  for  a free  cervical 
screening  and/or  breast  examination  day  at  the 
Newport  Hospital  was  received.  After  some  discus- 
sion it  was  moved  by  Dr.  Serbst  and  seconded  by 
Dr.  Carey  to  dispense  with  any  Society  or  Associa- 
tion sponsored  programs  of  this  type  in  the  Hos- 
pital — carried  9-3. 

Dr.  McBurney  moved  and  Dr.  Brownell  seconded 
that  the  Newport  County  Meicdal  Society  approve 
the  need  for  the  new  Hospital  and  the  associated 
Buliding  Fund  drive  and  urge  public  support  for 
both  — carried  18-0. 

The  Meeting  adjourned  at  10:30  p.m.  — attend- 
ance 28. 

* * * 

Minutes  of  the  Regular  Meeting  13,  Sept.  1967 

A regular  meeting  of  the  Newport  County  Med- 
ical Society  was  held  at  the  Hotel  Viking  on 
Wednesday  evening,  13  September,  1967  beginning 
at  8:20  p.m.,  with  the  President,  Dr.  Richard 
Knowles  presiding. 

The  minutes  of  the  meeting  of  7 June,  1967  were 
received  and  accepted  without  reading. 

Capt.  Fred  Lawton,  the  guest  speaker,  was  intro- 
duced by  the  President  and  he  gave  a spirited, 
humorous  and  authoritative  talk  on  the  background, 
history,  and  events  of  “The  America’s  Cup.”  With 
the  Cup  Races  being  held  the  week  of  the  meeting, 
his  talk  was  timely  and  helpful  in  understanding 


the  current  situation.  Captain  Lawton  has  had  long 
experience  with  the  Cup  contenders  in  the  last  30 
years  and  spoke  with  personal  knowledge  in  many 
areas  not  known  to  the  general  public.  He  was  kind 
enough  to  answer  the  many  questions  asked  after 
his  enthusiastically  received  talk. 

Captains  Cheffey  and  Barnhill,  Commanding  Or- 
ficer  and  Executive  Officer  of  the  Naval  Hospital, 
respectively,  invited  guests,  were  introduced  by  the 
President. 

The  applications  for  membership  of  Drs.  Cun- 
ningham and  Blumen  .having  been  duly  proposed, 
seconded  and  passed  by  the  censors,  were  received 
and  voted  favorably  upon. 

The  meeting  adjourned  at  10:40  p.m.  — attend- 
ance 28,  4 guests  in  addition. 

* * * 

Minutes  of  the  Regular  Meeting  of  29  Nov.  1967 

A regular  meeting  of  the  Newport  County  Med- 
ical Society  as  held  at  the  Hotel  Viking  on  Wednes- 
day evening,  29  November,  1967  beginning  at  8:15 
p.m.,  with  the  President,  Dr.  Richard  Knowles  pre- 
siding. 

The  minutes  of  the  meeting  of  13  September, 
1967  were  received  and  accepted  without  reading. 

The  guest  speaker  of  the  evening  was  Mr.  Rob- 
ert Harmon,  a Narcotic  Inspector  for  the  State  of 
R.I.  He  was  introduced  by  the  President  and  he 
spoke  on  the  topic  “Illicit  Distribution  and  Use  of 
Drugs  in  R.I.”  While  he  reviewed  the  subject  in 
general,  Mr.  Harmon  emphasized  those  aspects  of 
the  problem  in  which  the  physician’s  role  is  par- 
ticularly prominent.  He  asked  physicians  to  especi- 
ally watch  their  black  bags  and  keep  their  autos 
locked.  Prescription  pads  whether  obtained  from 
doctors’  bags  or  offices  are  very  desirable  bait  for 
addicts  and  should  be  watched.  He  warned  about 
new,  strange,  and  out-of-town  patients,  particularly 
those  who  wanted  addictive  drugs.  Hospital  acci- 
dent rooms,  he  pointed  out,  are  other  areas  where 
the  addict  can  take  advantage  of  the  situation  for 
his  benefit. 

After  his  talk  a question  and  answer  period  fol- 
lowed. 

There  being  for  further  business,  the  meeting  ad- 
journed at  10:10  p.m.  Attendance  — 30  plus  2 
guests. 

* * * 

Minnutes  of  Annual  Meeting  of  31  January,  1968 

The  Annual  Meeting  of  the  Newport  County 
Medical  Society  was  held  at  the  La  Forge  Casino 
Restaurant  on  Wednesday  evening,  31  January, 

(Continued  on  next  page) 
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HEALTH  HAVENS 

NURSING  HOME 


A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


BACK  AGAIN 

NEW  NAME  NEW  PACKAGE 

FORMULA  YOU  HAVE  USED  FOR  YEARS 


Pediatric 

Orthopedic 

Geriatric 


Non-staining 
greaseless 
f rotective 


♦ odorless 

♦ soothing 

♦ economical 


GUMMS  ELIMINATES  NEED  FOR 
PRESCRIPTION  THERAPY 


Webster  Drug  Products,  Inc. 

139  Webster  Ave.,  Providence,  R.  I.  02909 


1968,  beginning  at  7:55  p.m.,  with  the  President, 
Dr.  Richard  Knowles  presiding. 

The  minutes  of  the  meeting  of  29  November, 
1967  were  received  and  accepted  without  reading. 

The  membership  applications  of  Dr.  John  Amo- 
ruso  and  Dr.  Alan  Robin  Gordon  Wallace,  having 
been  duly  endorsed  and  approved  by  the  Censors, 
were  unanimously  accepted. 

Dr.  Charles  Dotterer,  delegate  to  the  House,  re- 
ported on  the  December  meeting  of  the  House  of 
Delegates. 

Mr.  Joseph  Sullivan,  the  guest  speaker  and  Phy- 
sicians Service  representative,  discussed  the  new 
Medicare  amendments,  their  effective  dates  and 
their  impact  on  the  practicing  physic’an.  He  also 
reviewed  the  proposed  new  plans  in  Physicians 
Service  based  on  the  usual,  customary  and  reason- 
able fee  schedules.  The  proposed  A.F.  of  L.-C.I.O. 
prepayment  panel  group  medical  plan  was  also 
briefly  discussed. 

Dr.  Norbert  Zielinski,  Chairman  of  the  Nomi- 
nating Committee,  reported  their  recommendations 
for  the  new  officers  for  the  coming  year.  There 
being  no  counter  nominations,  it  was  moved,  sec- 
onded and  voted  that  the  Secretary  cast  one  ballot 
to  elect  this  slate  of  officers.  This  was  done.  Dr. 
Knowles  turned  the  gavel  over  to  the  new  Presi- 
dent, Dr.  John  Carey.  The  complete  list  of  the 
new  officers  is  as  follows: 

President:  Dr.  John  E.  Carey 
Vice  President:  Dr.  Frederick  A.  Peirce,  Jr. 
Secretary:  Dr.  Anthony  T.  Carrellas 
Treasurer:  Dr.  Olga  Torres 
Councillor:  Dr.  Robert  L.  Bestoso 
Delegates:  Dr.  Charles  S.  Dotterer 
Dr.  Charles  A.  Serbst 
Censors:  Dr.  Alfred  H.  Tartaglino 
Dr.  Donald  B.  Fletcher 

There  being  no  further  business,  the  meeting  was 
adjourned  at  10:50  p.m.  Attendance  — 31  plus  one 
guest. 

Respectfully  submitted, 
Frederick  A.  Peirce,  jr.,  m.d. 
Secretary 

HONORS  DR.  LANDSTEINER 

A philatelic  journal  that  pub- 
lishes the  sketches  of  a series  of 
postage  stamps  to  be  issued  by 
Austria  includes  among  them  a 
3.50  schilling  issue  (June  10,  1968) 
in  celebration  of  the  100th  anni- 
versary of  the  birth  of  Dr.  Karl 
Landsteiner.  This  announcement 
has  special  additional  interest  to 
Rhode  Island  physicians  since  Doctor  Landsteiner’s 
son.  Dr.  Ernest  K.  Landsteiner,  is  surgeon-in-chief, 
department  of  urology,  at  Rhode  Island  Hospital  in 
Providence. 
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the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational  — 
environmental  pressure,  worry  over 
illness— the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a 
prompt  and  predictable  calming  action 
and  is  remarkably  well  tolerated. 

Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a 
first  choice  among  many  physicians 
for  dependability,  safety,  and  economy  in 
mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity 
to  barbiturates. 

Precautions:  Exercise  caution  in  moderate 
to  severe  hepatic  disease.  Elderly  or 
debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes, 
“hangover”  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime 
sedative,  15  mg.  (3 4 gr.)  to  30  mg.  gr.) 
t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg. 

04  gr-).  30  mg.  04  gr-);  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%). 

BUTICAPS®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.  (34  gr.),  30  mg.  (34  gr-)- 


| McNEIL ) 


McNeil  Laboratories,  Inc., 
Fort  Washington,  Pa. 


March,  1968 
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REPORT  OF  THE  DELEGATES  TO  THE 
NATIONAL  CONFERENCE  ON 
HEALTH  CARE  OF  THE  POOR 


December  15-16 , 1967 , Chicago , 
Illinois. 

Two  days  were  spent  exploring  the  social, 
demographic,  cultural  and  health  characteristics 
of  the  poor  and  methods  of  improving  care. 
The  conference  was  sponsored  by  AMA’s  Board  of 
Trustees  and  Council  on  Medical  Services.  Parti- 
cipation was  by  invitation  only.  J.  Irving  Miller, 
Chairman  of  the  National  Advisory  Commission  on 
Health  Manpower  served  as  conference  chairman. 

Miller,  chairman  of  the  Board,  Cummins  Engine 
Company,  found  it  amazing  that  we  can  transplant 
hearts  but  have  no  treatment  for  the  common  cold. 
Americans  have  become  concerned  about  problems 
of  the  poor  at  a time  in  American  life  when  we 
have  reached  the  peak  of  “affluence.”  Is  it  an  in- 
fection of  Politicians?  Is  it  a new  problem?  No. 
The  poor  have  always  been  with  us.  For  the  first 
time  we  have  pushed  the  poor  out  of  sight.  We  hide 
the  poor  in  ‘Brownsville’  in  Brooklyn;  in  Eastern 
Kentucy  and  Appalachia,  unemployed  since  the 
mines  closed;  and  elsewhere  are  fifty  million  poor 
- shut  out  by  lack  of  education,  lack  of  oppor- 
tunity. Slum  dwellers  have  three  times  more  heart 
disease;  25  out  of  1,000  poor  babies  never  reach 
the  second  year  of  life.  Unless  we  combine  to  solve 
these  health  problems  the  future  may  bring  ‘catas- 
trophe.’ 

Dr.  Rouse,  President  of  the  American  Medical 
Association,  speaking  before  the  conference  stressed 
a combined  effort  in  more  efficient  and  effective 
use  of  financial  needs,  health  facilities  and  personal, 
public,  education  and  existing  programs.  He  made 
six  points.  1.  Define  the  ‘poor’  to  determine  at 
which  level  the  definition  will  be  applied  and  to 
establish  realistic  criteria  of  eligibility.  2.  Help  all 
those  who  need  help  in  meeting  their  individual 
health  needs.  Any  program  which  calls  for  use  of 
public  funds  must  use  these  resources  for  those 
who  really  need  it.  3.  Use  existing  facilities  where- 
ever  feasible  and  valid.  There  are  now  175  Gov- 
ernment agencies  administering  close  to  1.000  pro- 
grams. Maintain  a proper  balance  of  health  per- 
sonnel within  existing  resources.  4.  Incorporate  a 
program  of  lay  education  for  the  Public  concerning 


Delegates'. 

PETER  L.  MATHIEU,  JR.,  M.D.,  Chairman, 
Committee  on  Social  Welfare 
HARRY  E.  DARRAH,  M.D.,  Past  President,  R.  I. 
Medical  Society 


health  care  of  the  poor.  Doctors  made  polio  and 
measles  vaccine  available  all  over  the  country; 
many  poor  did  not  make  themselves  available  of  this 
service.  Similar  for  venereal  disease  control;  and 
many  poor  people  never  visit  a health  facility  until 
ready  to  deliver  their  baby.  We  must  teach  the 
poor  how  to  use  these  facilities.  5.  Examine  the  ef- 
fectiveness of  existing  health  care  programs  for  the 
poor,  both  public  and  private.  Make  recommenda- 
tions for  improvement.  Must  do  a better  job  in 
many  areas  of  the  country  to  make  sure  ‘health 
care’  is  available  to  all.  6.  Effective  and  efficient 
solution  of  the  problem  before  us  calls  for  coopera- 
tion of  all  the  organizations  and  groups,  including 
health  care  and  allied  professions,  voluntary  agen- 
cies, government,  labor  and  interested  citizens. 
There  must  be  combined  effort  to  educate  the 
needy  in  the  proper  use  of  health  services  and  fa- 
cilities. 

A Socio-Cult ural  Profile  of  Poverty.  There  is  a 
double  fallacy  in  looking  at  the  problem  of  the 
‘Poor’  merely  by  looking  at  the  ‘Poor.’  It  is  not  a 
monolithic  problem.  Statistics  which  cover  both  the 
Indians  on  the  reservation  and  the  Puerto  Ricans 
in  New  York  differ.  An  employer  in  Philadelphia 
would  rather  hire  a Negro  from  the  South,  than  a 
third  generation  Negro  with  education.  The  Negro 
who  is  on  the  way  up  — encroaching  upon  the 
Italian  and  Irish  neighborhood  — is  more  explosive 
than  we  realize.  The  problem  of  the  poor  is  not 
static.  The  group  with  the  fastest  rise  in  income  is 
the  middle  Negro.  Some  Negroes  are  making  it  out 
of  poverty  at  an  amazing  rate  but  they  are  leaving 
behind  a residuum  of  bitterness  and  frustration 
which  makes  it  increasingly  more  difficult  to  com- 
pute. As  Negroes  improve  their  lot  the  feeling  of 
discrimination  increases.  We  have  a tendency  to 
think  of  poor  people  living  in  the  city  as  being  left 
behind.  Not  really  so;  radical  changes  are  going 
on.  Alienation,  frustration,  sullenness,  powerless 
are  some  of  the  words  which  describe  what  is  going 
(Continued  on  Page  161) 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  T1 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 
13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  wher 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit 
ing,  gastrointestinal  symptoms  (sc 
as  abdominal  cramps  and  bloating 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasrru 
breast  changes  (tenderness,  enlarg 
ment  and  secretion),  change  in  wt 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secrei 
suppression  of  lactation  when  giv 
immediately  postpartum,  cholesta 
jaundice,  migraine,  rash  (allergic' 
rise  in  blood  pressure  in  susceptil 
individuals,  mental  depression. 
Although  the  following  side  effect 
have  been  reported  in  users  of  ora 
contraceptives,  no  cause  and  effec 
relationship  has  been  established 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chai 
in  libido,  changes  in  appetite,  cyst 
like  syndrome,  headache,  nervous 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  n 
sum,  hemorrhagic  eruption,  itch 
The  following  occurrences  have  b 
observed  in  users  of  oral  contract 
tives  (a  cause  and  effect  relations 
has  been  neither  established  nor 
proved) : thrombophlebitis,  pulmi 
embolism,  neuro-ocular  lesions. 
The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepati 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factor: 
VII,  VIII,  IX  and  X),  thyroid  func 
tion  (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine 
decrease  in  TJ  values),  metyrapo 
test,  pregnanediol  determinatior 


norethindrone  an  original  steroid  from 

SYNTEX 

LABORATORIES  INC.  PALO  ALTO.  CALIF, 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


Untreated  Patient 


Norinyl-1  Patient 


Hortnyll 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
i lower  patient  cost 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis?  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

S THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


CONFERENCE  ON  POOR 

(Continued  from  Page  160) 

on  with  the  Poor.  These  are  attitudes  not  statis- 
tics and  will  not  change  quickly. 

A Health  Profile  of  Poverty.  Who  are  the  Poor 
in  the  United  States  today?  Definitions  used  by  the 
U.S.  Government  are  based  on  income  and  family 
members.  13  million  meet  this  definition;  47  mil- 
lion meet  the  near  poor  level.  Poverty  dominates 
the  lives  of  % of  our  population.  Poverty  can  both 
cause  and  be  the  result  of  illness.  In  1964  the  New 
York  Commissioner  of  Health  stated  flatly  that 
‘Poverty’  is  the  leading  cause  of  death.  He  com- 
pared the  leading  causes  of  death  in  middle  income 
areas  with  poor  areas  and  found  cardiovascular,  re- 
nal, diabetes,  flu,  accident,  etc.  to  be  much  higher 
statistically  in  poor  areas.  Infant  mortality  is  three 
times  higher  in  poor  areas  than  rich  areas.  Maternal 
mortality  is  four  times  higher  in  non-whites  than 
whites. 

The  utilization  of  health  services  by  people  of 
different  economic  status  is  revealing.  The  average 
patient  visits  a health  facility  4.5  times  per  year. 
For  people  with  incomes  under  $4,000  this  figure 
becomes  3.2;  and  for  people  with  incomes  over 
$10,000  it  is  5.0.  7.5  per  cent  of  families  with 
income  under  $4,000  have  a pediatrician.  33  per 
cent  of  families  with  income  under  $4,000  have 
dental  extractions  in  one  year;  only  8.5  per  cent 
of  families  with  income  over  $10,000  have  extrac- 
tions in  one  year.  Presumably  the  higher  income 
group  visits  the  dentist  for  cleaning,  orthodontic 
care,  etc.  50  per  cent  of  families  with  incomes  over 
$4,000  have  had  DPT  immunizations;  this  rises 
to  96  per  cent  complete  immunizations  for  families 
with  incomes  over  $10,000.  There  are  endless  more 
statistics  of  evidence  of  services  obtained  by  the 
poor  and  the  more  affluent. 

How  do  we  reach  the  Poor  with  health  services? 
Greater  concern  and  respect  for  the  Poor.  There 
are  those  who  always  miss  appointments,  end  up 
the  wrong  way,  in  the  wrong  clinic  at  the  wrong 
times.  A program  of  training  personnel  to  meet 
these  people  at  the  point  of  entry  into  the  health 
services  and  to  explain  the  services  to  the  patient 
with  continued  follow-through  might  lessen  the 
piecemeal  and  fragmented  services  many  Poor  peo- 
ple now  receive.  A splendid  example  of  this  type 
of  planning  is  the  fascinating  use  of  the  Indian 
‘witch  doctor’  as  the  felcher  or  intermediary  for 
the  physicians  providing  health  services  to  the  In- 
dians receiving  the  health  services  in  a very  suc- 
cessful health  program  in  New  Mexico.  Health  in- 
surance might  be  written  to  cover  not  only  catas- 
trophic illnesses,  but  also  preventive  services. 

The  Challenge  for  Improving  Health  Care : Let’s 
talk  a bit  about  the  AMA.  Sort  of  difficult  to  pin 


medicine  down.  Doctors  are  individuals  and  doctors 
also  have  organizations.  Doctors  are  influenced  by 
their  individual  opinions  and  also  by  their  organi- 
zations. Doctors  are  no  more  a monolithic  organi- 
zation than  are  the  Poor.  The  problem  is  health 
services  for  the  Poor.  There  will  be  differences  of 
opinion,  but  medicine  must  provide  the  leadership 
for  provision  of  health  care  of  the  Poor.  Local, 
county,  state  medical  societies  must  commit  them- 
selves locally;  make  assessment  of  their  resources 
and  the  needs;  and  if  it  is  found  that  needs  must 
be  met  then  a flexible  program  must  be  considered. 
Health  care  of  the  Poor  really  belongs  in  a wider 
context  of  “Community  Needs.”  There  can  not  be 
two  standards  of  health  care.  A poor  man  may  have 
a different  financial  problem  but  not  a different 
health  problem.  There  should  not  be  a new  system 
of  health  care  but  a new  program  of  health  care 
using  the  existing  facilities  and  resources  in  a com- 
bined effort  to  provide  medical  care  for  all. 

The  neighborhood  health  center  as  devised  at 
Tufts  Lmiversity  is  a form  of  prepaid  medical  care 
in  which  the  recipient  doesn’t  participate  in  pay- 
ment. It  may  be  comprehensive;  it  may  be  con- 
venient; and  its  quality  is  visible.  But  it  may  also 
restrict  patient’s  choice  of  physician;  salary  may 
not  attract  quality;  and  Title  19  may  make  it  out- 
moded. 

In  1965  an  epidemiological  study  of  mental  re- 
tardation was  worked  up  in  a rural  county  in  Mary- 
land. It  showed  at  birth  3 per  cent  of  the  poor 
are  mentally  retarded.  By  age  12,  10  per  cent  of 
the  poor  are  mentally  retarded.  Do  we  manufacture 
mental  retardation?  How?  Is  it  poor  nutrition?  Is 
it  inattention  to  their  problems?  Is  it  this  kind  of 
people? 

Watts,  California  was  a wasteland.  It  was  a 
medical  junkyard;  12  miles  from  the  nearest  hos- 
pital. After  the  riots  a medical  center  was  estab- 
lished it  serves  32,000  people.  The  center  involves 
the  people  it  serves.  It  is  not  a handout.  It  involves 
the  Poor.  They  must  feel  it  is  part  of  them  and 
they  must  work  for  it  not  merely  as  something  we 
give  them  because  we  are  rich  and  they  are  poor. 

Action  to  Meet  the  Challenge : Two  years  ago 
only  two  medical  schools  (Tufts  and  University 
Southern  California)  were  handling  projects  for  the 
Poor  through  the  Office  of  Economic  Opportunity. 
At  present  over  half  of  the  medical  schools  have 
applications  (over  $200  million)  on  OEO  desk  for 
approval. 

Mound  Bayou  Health  Center,  Mississippi  in  op- 
eration for  two  years  and  Columbia  Point,  Boston, 
Mass,  are  attempts  to  bring  comprehensive  health 
services  to  the  poor  in  the  areas.  Columbia  Point 
is  the  largest  public  housing  development  in  New 
(Continued  on  Page  164) 
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in  moderate  hypertension  and 
poorly  controlled  mild  hypertension 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a daily  dose  of  medication  for  peanuts 

(at  IOC  a tablet,  for  example) 

like  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  hypersensitivity,  and  most  cases  of 
severe  renal  or  hepatic  diseases.  Warning:  With  the  admin- 
istration of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
is  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.l.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 

Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N.Y 
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England.  It  was  built  upon  a dump  and  handles 
1.500  families.  In  examining  costs  in  relation  to 
the  sharp  increase  of  hospitalization  use  today  Co- 
lumbia reported  an  80  per  cent  reduction  in  hos- 
pital days  for  a group  of  54  families  on  Welfare 
1965  through  June  1967.  During  the  period  under 
study  hospital  days  dropped  from  102  in  January - 
June  1965  to  20  hospital  days  for  January-June 
1967.  The  neighborhood  health  center  is  not  a cure 
all,  but  it  is  an  innovative  program  to  try  to  meet 
the  challenge. 

Since  Colonial  days  State  and  local  governments 
have  been  charged  with  the  responsibility  for  care 
of  the  Poor.  They  have  imposed  upon  hospitals, 
doctors  and  the  community  to  provide  this  care 
usually  with  inadequate  financing.  Title  19  aims 
to  eliminate  this.  The  Florida  Medical  Association 
in  Hillsboro  County  has  organized  a pilot  program 
to  bring  quality  health  care  under  Title  19  to  eli- 
gible recipients  through  an  insurance  carrier.  They 
felt  it  not  desirable  to  establish  separate  facilities 
for  the  Poor.  The  best  services  must  be  available 
to  all  on  a non-segregated  basis. 

Ellen  Winston  noted  that  Title  19  when  enacted 
by  Congress  in  1965  received  little  public  notice. 
This  has  changed.  37  states  plus  Virgin  Islands, 
Puerto  Rico  and  Guam  now  have  Title  19  programs. 
Poorer  states  by  and  large  have  been  slower  in 
adopting  Title  19  programs.  $2.4  billion  to  be  spent 
for  Title  19  for  fiscal  1968  of  which  $1.3  billion 
is  the  Federal  share.  There  must  be  a willingness 
on  the  part  of  the  states  to  match  these  Federal 
funds.  Eight  million  persons  will  benefit  from  Title 
19  in  1968.  Of  the  37  states  with  Title  19  programs 
15  states  still  provide  services  only  for  Welfare  re- 
cipients. Thirty  million  people  are  under  the  pov- 
erty level  and  another  20  million  are  medically 
needy.  At  least  15  per  cent  of  the  population  are 
Welfare  needy  and  about  25  per  cent  of  the  popu- 
lation is  really  eligible. 

There  must  be  a balance  of  subsistence  care  to 
medical  care.  $41  out  $100  go  to  medical  vendors. 
Even  with  meeting  only  partly  the  poor's  medical 
needs  these  costs  are  disproprotionate  to  meeting 
the  other  needs  of  the  Poor  such  as  clothing,  food 
and  shelter.  Winston  says  that  a family  of  four 
with  minimal  income  Title  19  should  cover  every- 
thing — subsistence  and  medical.  The  Poor  must 
have  greater  support  in  getting  to  the  medical  care 
facilities  than  richer  people.  There  must  be  an  ex- 
tensive educational  and  motivation  effort.  Must 
talk  more  about  kinds  of  personnel  needs  and  chang- 
ing duties  of  existing  personnel.  Best  program  is  of 
no  value  if  people  in  need  of  it  are  unaware  of  it. 


One-half  of  all  Title  19  recipients  in  the  coun- 
try last  year  were  under  the  California  and  New 
York  programs.  Title  19  programs  vary  greatly.  A 
single  high  level  Title  19  program  is  still  to  be  ob- 
tained. Winston  recommends  using  State  Medical 
Society  Advisory  Committees  more.  Winston  states 
that  payment  under  Title  19  and  Title  18  should 
be  identical  since  the  same  quality  service  must  be 
given  to  all  eligible  recipients  on  a non-segregated 
basis.  Many  states  including  Rhode  Island  have 
failed  to  provide  adequate  payment  for  implemen- 
tation of  Title  19  programs.  If  the  states  fail  to 
provide  adequate  services  for  eligible  recipients  then 
it  will  be  up  to  the  Federal  Government  to  re- 
examine the  existing  Grants-In-Aid  to  the  States 
Program  (Title  19). 

The  curse  of  the  Metropolitan  outpatient  depart- 
ment is  the  heavy  load.  Programs  such  at  Colum- 
bia have  a high  ratio  of  personnel  to  patients  serv- 
iced. In  the  Florida  Title  19  pilot  program  40  per 
cent  of  eligible  patients  chose  OPD  care:  60  per 
cent  of  eligible  recipients  chose  private  physician 
care. 

Can  solo  practitioners  provide  comprehensive 
care?  Yes,  if  the  individual  is  truly  interested  in 
providing  such  care.  Groups  are  helpful,  but  re- 
cent statistics  indicate  not  the  whole  answer. 

Why  are  neonatal  mortality  figures  for  the  Poor 
higher  in  urban  areas  than  in  rural  areas?  Are 
other  factors  involved?  Is  it  a sociological  problem? 

Manpower  is  important  in  care  of  the  Poor. 
Physicians'  assistants;  nebulous:  bogged  down  with 
problems:  licensing;  implications  of  how  best  to 
use  them.  We  should  provide  people  who  can  work 
closely  with  the  physician.  Stimulate  Associations 
of  State  Medical  Boards  to  study  this  problem  in 
depth  with  legal  counsel.  Is  this  the  responsibility 
of  medicine? 

Concept  of  putting  sophisticated  medical  facility 
in  every  rural  area  is  unrealistic.  Such  areas  are 
isolated  from  gas.  food.  etc.  and  this  applies  to 
the  rich  and  to  the  Poor.  It  might  be  wise  for 
organized  medicine  and  the  medical  schools  to  fur- 
ther explore  the  need  of  technical  assistance  — for 
everybody  — just  not  the  Poor.  Urban  areas  are 
no  more  homogeneous  than  are  rural  areas.  We  have 
the  problems  of  the  Poor  — and  the  destitute. 
Twenty  per  cent  of  the  hard  core  poor  are  not 
easily  absorbed  into  the  public  sector.  Some  special 
arrangement  might  have  to  be  made  for  this  group. 
The  other  80  per  cent  may  well  be  handled  by  the 
existing  medical  resources:  well  to  remember  that  it 
is  not  only  the  responsibility  of  the  medical  pro- 
fession. It  is  a sociological  problem  which  exists  in 
this  country  and  social  planning  is  necessary  if 
health  needs  are  to  be  met. 

(Concluded  on  Page  168) 
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The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia, 

DECLOMYCIN 

DEMETHVLCHLORTETR\CYCLINE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  le%  el  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare) . Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  he 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cyclinc.  Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  w ith  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Report  of  the  Committees  on  Ma- 
ternal Health  and  Medicine  and 
Religion  of  the  R. I. Medical  Society 
Adopted  by  the  House  of  Delegates 
of  the  Society,  January  24,  1968. 

In  the  past  year  wide  publicity  has  been  given 
in  this  country  to  legislation  proposed  in  several 
states,  and  enacted  in  Colorado,  North  Carolina, 
and  California,  concerning  therapeutic  abortion. 
For  the  past  two  years  legislation  on  this  subject 
has  been  introduced  in  the  Rhode  Island  General 
Assembly. 

The  subject  is  a complex  one  involving  theolo- 
gical, legal,  and  medical  issues.  The  Rhode  Island 
Medical  Society  addresses  itself  in  this  report  only 
to  the  medical  phases  of  the  subject. 

As  pointed  out  at  the  International  Conference 
on  Therapeutic  Abortion  sponsored  jointly  by  the 
Kennedy  Foundation  and  the  Harvard  Divinity 
School,  and  held  in  Washington  in  September,  cer- 
tain basic  concepts  emerge  upon  which  public  un- 
derstanding and  discussion  are  needed.  The  Con- 
ference noted  that 

Therapeutic  abortion  is  but  a thread  of  the 
complex  fabric  into  which  the  social,  political 
and  economic  patterns  of  marriage,  intra  and 
extra  family  environment,  and  reproduction  are 
woven. 

No  stable  figures  are  available  for  the  number 
of  abortions  performed,  or  desired. 

Prevention  of  pregnancy  by  whatever  means 
the  individual  prefers  is  preferable  to  termina- 
tion of  pregnancy  by  therapeutic  abortion. 

Criminal  law  and  moral  law  are  not  synony- 
mous with  respect  to  therapeutic  abortion,  and 
current  legislation  enacted  or  proposed  that  is 
based  on  the  recommended  penal  code  of  the 
American  Law  Institute  covers  only  15  to  20 
per  cent  of  the  therapeutic  abortions  performed 
in  the  country. 

No  significant  medical  controversy  exists  today 
involving  the  choice  between  a mother’s  and  a 
fetus’  life.  However,  it  is  recognized  that  a 
mother’s  life  expectancy  may  be  affected  in  some 
instances  by  a pregnancy. 

* * * 

Physicians  here  and  throughout  the  nation  de- 
plore the  action  of  the  criminal  abortionist  whose 


illegal  work  results  in  a high  mortality  and  ma- 
ternal morbidity,  and  we  strongly  support  legisla- 
tion that  would  prosecute  such  actions. 

“The  Rhode  Island  Medical  Society  is  cognizant 
of  the  fact  that  there  is  no  consensus  among  physi- 
cians regarding  the  medical  indications  for  thera- 
peutic abortion.  However,  the  majority  of  physi- 
cians believe  that,  in  the  light  of  recent  advances 
in  scientific  knowledge,  there  may  be  substantial 
medical  evidence  brought  forth  in  the  evaluation 
of  an  occasional  obstetric  patient  which  would  war- 
rant the  institution  of  therapeutic  abortion  to  safe- 
guard the  health  or  life  of  the  patient,  although 
obstetrical  services  in  our  modern  hospitals  offering 
supervised  attention  to  the  unusual  case  certainly 
can  reduce  such  cases  to  a minimum.  There  is  gen- 
eral agreement  that  continuance  of  a pregnancy 
resulting  from  legally  established  forcible  rape  or 
incest  may  constitute  a threat  to  the  mental  or 
physical  health  of  the  patient.  But,  again  we  note 
that  there  have  yet  to  be  presented  any  stable  fig- 
ures upon  which  to  estimate  the  incidence  of  the 
need  for  abortion,  and  presumably  the  situation  is 
a rare  one  in  Rhode  Island. 

“The  Rhode  Island  Medical  Society  does  not 
support  any  legislation  currently  presented  on  the 
subject  of  therapeutic  abortion.  It  maintains  that 
prior  to  the  institution  of  a therapeutic  abortion  the 
following  requirements  should  be  met: 

“That  the  patient  and  her  family  be  advised 
fully  of  the  medical  implication  and  the  possible 
untoward  emotional  and  physical  consequences  of 
the  procedure. 

“That  the  procedure  be  permitted  only  when 
determined  medically  justifiable  by  the  majority 
of  a panel  of  at  least  five  (5)  physicians  recog- 
nized for  their  professional  competence  who  have 
been  designated  by  the  respective  medical  staff 
associations  of  accredited  hospitals  in  Rhode  Is- 
land. Such  panels  should  review  any  request  for 
an  abortion  made  by  a physician,  making  such 
examinations  as  necessary,  and  basing  their  de- 
termination on  documented  medical  evidence  that 
continuance  of  the  pregnancy  threatens  the 
health  or  life  of  the  patient. 

“That  the  procedure  be  performed  only  in  a 
hospital  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals. 

“That  the  procedure  be  done  only  by  a li- 
censed physician  using  accepted  medical  proced- 
ures. 

“The  Rhode  Island  Medical  Society  realizes 

(Continued  on  next  page) 
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that  there  can  never  be  unanimity  of  opinion  on 
the  subject  of  therapeutic  abortion  because  of 
theological  or  moral  reasons,  and  therefore  man- 
datory legislation  should  not  be  drafted;  rather 
no  one  who  is  opposed  need  have  an  abortion, 
and  no  physician  opposed  to  the  procedure  need 
perform  it.” 

* * * 

Adopted  by  the  House  of  Delegates 
Rhode  Island  Medical  Society 
January  24,  1968 
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In  summary  if  our  children  are  to  cope  with  these 
enormous  problems  we  adults  have  out  work  cut 
out  for  ourselves.  We  must  recognized  the  great 
issues  of  today  which  will  vitally  affect  the  world 
that  will  belong  to  our  children.  Socialism  is  not  a 
panacea.  The  rich  can  not  ignore  the  Poor  forever. 
We  can  get  after  ourselves  as  leaders  in  the  Com- 
munity to  deal  with  social  problems  as  best  we  can. 
We  must  study  current  health  care  statistics.  Do 
the  Poor  as  a group  receive  health  care  which  is 
significantly  inferior  to  that  provided  the  rest  of 
the  population?  Within  this  group  is  there  variation 
in  the  quality  of  care  provided  between:  Urban 
and  rural  areas?  Different  age  groups?  What  is 
now  being  done  to  improve  the  availability,  acces- 
sibility. quality,  continuity,  utilization  and  financ- 


ing of  health  care  for  the  Poor  through  Health  Fa- 
cilities planning  councils  OEO  Health  Centers, 
Voluntary  Health  and  Welfare  programs,  Title  18 
and  19,  Public  Law  89-97,  other  Federal  legislative 
programs  such  as  PL  89-749.  Regional  Medical 
Programs,  categorical  grants,  Federal  training 
grants  for  health  personnel?  What  about  future 
planning  and  priorities?  What  should  be  done  by 
the  AMA,  State  Medical  Societies,  Hospital  Staffs, 
State  and  Local  Health  Officers,  the  community 
as  a whole,  business,  industry,  labor,  local  and  Fed- 
eral Government,  the  Poor  themselves?  Who  should 
assume  the  major  responbility?  What  should  be 
the  direction  of  future  health  care  planning  for  the 
poor?  What  is  the  most  effective  way  to  achieve 
comprehensive  family  health  care  for  the  Poor?  Can 
planning  for  health  improvement  among  the  Poor 
exist  and  achieve  independently  from  progress  in 
educational  levels,  economic  status  and  living  con- 
ditions? 

The  Conference  stimulated  one’s  attitudes  if 
nothing  more  than  by  surfacing  the  multiple  facets 
of  plain  every  day  living  for  the  rich  and  the  Poor. 
From  guides  for  health  care  of  the  Poor  and  local 
self  studies  on  planning  for  the  Poor  we  are  cer- 
tain that  our  parochial  efforts  in  community  en- 
deavors while  pygmied  by  the  gigantism  of  the 
plight  of  the  Poor  should  continue  as  a kind  of 
homework  in  public  affairs  that  will  keep  ourselves 
and  our  children  alert  to  changing  times  and  the 
dilemmas  of  social  policy. 


J 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue.  New  York,  N Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 


168 


RHODE  ISLAND  MEDICAL  JOURNAL 


Breathing’s 
i snap  agai 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


elp  clear  up  that  miserable  stuffed-up 
eling  with  Dimetapp.  Each  hard-work- 
g Extentab  brings  welcome  relief  from 
1 e stuffiness,  drip  and  congestion  of  upper 
spiratory  conditions  for  up  to  10-12 
>urs.  Yet,  patients  seldom  experience 
owsiness  or  overstimulation.  The  key  to 
ccess  is  the  Dimetapp  formula:  Dime- 
ne  (brompheniramine  maleate)—  along 
th  phenylephrine  and  phenylpropanola- 
ine,  two  time-tested  decongestants.  They 
t the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


a sinusitis,  colds,  U.R.I. 

timetappExteiitabs 

( metane®  [brompheniramine  maleate],  12  mg.; 

1 enylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

ip  to  10-12  hours  clear 
»reathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


ROBINS 


If  hypothyroidism  leaves  your  patient  feeling  like  this... 


consider 

LETTER 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS  , 

Synthetic  Thyroid  Replacement  Therapy  Sti 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


^ARMOUR  PHARMACEUTICAL  CO  M PAN  Y • C H I C AG  0,  I LLI  N 0 1 S 


THE  AMERICAN  ASSOCIATION 
<F  MEDICAL  MILK  COMMISSIONS 
iJPERVISES  THE  PRODUCTION  OF 


I I PHENIX  AVE  CRANSTON,  R.  I.  02910 

I 

‘ ' 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 

(bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 


March,  196& 
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Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  pQtalssium  penicillin  V per  teaspoonful 

New...V-Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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MEDICO-SOCIAL  ASPECTS  OF  MARIJUANA 


Habituation  to  Marijuana  Incom- 
patible With  Productive  College 
Career. 

The  problem  of  marijuana  usage  has  only  lately 
intruded  itself  upon  the  American  medico-social 
scene.  As  recently  as  1964-65  it  was  mainly  a con- 
cern of  ancient  history  and  distant  geography.  Now 
among  those  in  the  population  range  of  16  to  24 
(and  older)  it  is  suddenly  a matter  of  widespread 
personal  involvement.  Court  cases  of  far-reaching 
importance  are  pending  in  our  own  state  as  well 
as  in  Massachusetts;  and  many  people  of  tradition- 
al conservatism  are  troubled  by  the  ambivalence 
engendered  by  the  apparently  irreconcilable  po- 
larity of  the  protagonists.  One  group  equates  mari- 
juana with  social  alcohol,  while  another  at  the  op- 
posite extreme  believes  that  marijuana  is  essenti- 
ally equivalent  to  cocaine  and  a stepping  stone 
to  heroin. 

AMERICAN  versus  ORIENTAL  EXPERIENCE 

A fundamental  problem  exists  in  our  efforts  to 
evaluate  marijuana  in  the  United  States.  Most  of 
the  reports  in  medical  and  governmental  literature 
deal  with  peoples  of  a totally  different  culture,  eco- 
nomic standing,  and  religious  tradition.  Most  of 
the  reports  are  retrospective  studies  and  inadequate 
in  the  background  patterns  of  the  subjects  on  whom 
they  report.  When  we  combine  these  obstacles  with 
the  realization  that  the  potency  of  the  cannabis 
extract  employed  may  vary,  and  also  the  mode  of 
use  whether  by  ingestion  or  by  inhalation,  it  is 
obvious  that  concepts  based  on  experience  else- 
where must  be  applied  in  this  country  with  cir- 
cumspection. Where  Chopras* 1  and  Fort2  indicate 
the  relative  innocuousness  of  more  potent  forms, 
the  evidence  a fortiori  appears  to  be  in  favor  of 
the  innocuousness  of  American  forms. 

Even  our  own  experiences  in  this  country,  lim- 
ited as  they  are,  could  be  vastly  different  if  a high 
potency  resinous  extract  becomes  available,  and 
become  available  it  will  if  profits  seem  likely.  How- 
ever, it  does  not  follow  necessarily  that  more  will 
be  used;  the  user  may  need  less  to  attain  his  eu- 
phoria. 

The  problems  of  marijuana  use  are  surrounded 
by  a vast  fog  of  fear,  misinformation,  and  folklore. 
My  personal  interest  has  been  stimulated  by  many 


ROSWELL  D.  JOHNSON,  M.D.,  of  Providence , 
R.  /.,  Director  of  Health  Services,  Brown  Univer- 
sity. 


conferences  with  people  of  the  “college  age”  from 
this  country  as  well  as  from  India  and  North  Af- 
rica. Many  were  college  students;  many  were  not. 

NO  GREATER  DANGER  THAN  FROM  ALCOHOL 

I have  never  used  marijuana  myself  and  nothing 

I have  heard  or  read  makes  me  feel  that  for  me 

it  has  any  greater  attraction  than  conventional 
ethanol.  Neither,  however,  do  I sense  any  signifi- 
cantly greater  danger  from  marijuana  as  we  know 
it  in  this  country  than  from  alcohol.  This  state- 

ment is  frequently  misunderstood.  It  implies  not 
that  marijuana  is  harmless,  but  that  many  of  us 
are  closing  our  eyes  to  the  havoc  wrought  by  alcohol. 
We  poke  gentle  fun  at  the  W.T.C.U.,  but  “view 
with  alarm”  another  drug  that  provides  a flight 

from  reality.  I am  in  full  agreement  with  those  who 
say  that  to  try  to  justify  a new  form  of  escape  on 
the  basis  that  it  is  no  worse  than  the  present  form 
is  poor  reasoning.  These  drugs  are  not  that  much 
different.  Most  of  us  in  our  fifties  and  younger 
have  so  lived  with  alcohol  and  its  abuses  that  we 
have  come  to  take  it  as  a way  of  life.  We  apparent- 
ly are  not  very  disturbed  that  20,000  people  die 
every  year  from  secondary  malnutrition,  cirrhosis, 
and  other  diseases  which  are  closely  allied  to  ex- 
cessive use  of  alcohol.3  We  accept  as  an  interesting 
statistic  that  about  one  half  of  the  53,000  traffic 
deaths  in  this  country  every  year  occur  in  accidents 
in  which  one  or  both  parties  has  or  have  been 
drinking.4  “Despite  the  high  predictability  that  past 
drunken  drivers  will  be  future  drunken  killers  on 
the  highways,  efforts  in  some  states  to  rescind  au- 
tomatically the  licenses  of  convicted  drunk  drivers 
have  been  mightily  and  successfully  opposed.”4  We 
calmly  accept  the  fact  that  5,000,000  people  are 
true  medical  problems  of  varying  degrees  because 
of  their  alcoholism.  Americans  spend  12  billion 
dollars  annually  for  alcohol,  and  the  industry  ad- 
vertising budget  is  said  to  be  over  500  million  dol- 
lars. The  LTnited  States  is  not  alone  in  this  dis- 
heartening problem;  a recent  report  from  Brazil 
discussing  drug  addicts  stated  that  96  per  cent  of 
the  addictions  were  to  alcohol,  2 per  cent  to  bar- 
biturates, and  1 per  cent  to  Cannabis.5 

(Continued  on  next  page) 


MEDICO-SOCIAL  ASPECTS  OF  MARIJUANA 


171 


Alcohol  is  a favorite  social  and  business  ataractic 
of  the  Western  World  where  action  and  drive  are 
the  hallmarks  of  propriety.  Eastern  cultures  and 
their  religions  have  stressed  tranquility  and  the 
contemplative  approach  to  life.  Marijuana  was 
known  in  China6  hundreds  of  years  before  the 
Christian  era.  It  is  more  accurate  to  say  that  its 
use  is  compatible  with  their  philosophy  than  that 
its  use  is  the  cause  of  their  passivity.  One  of  the 
most  illuminating  comparisons  of  the  cultural  dif- 
ferences between  alcohol  and  marijuana  is  in  the 
report  of  Carstairs,7  a British  psychiatrist  who 
spent  a year  studying  in  Northern  India.  He  lived 
in  the  state  of  Rajasthan  in  a village  of  about  2,400 
people.  In  this  village  the  two  most  common  forms 
of  intoxication  were  induced  by  a potent  alcoholic 
distillate  called  dam  and  a cannabis  extract,  bhang, 
used  as  a tea.  The  Rajput  caste  were  the  leaders 
of  the  social  system  as  well  as  well  as  the  rulers. 
As  fighting  men  they  enjoyed  the  right  to  eat  meat 
and  drink  alcohol.  The  other  top  caste  group  in 
the  area,  the  Brahmins,  were  very  strongly  against 
the  use  of  alcohol.  They  thought  it  was  inconsistent 
with  religious  life,  and  no  Hindu  who  had  even 
touched  or  tasted  alcohol  could  enter  a temple 
without  first  having  a ceremonial  purification  bath 
and  change  of  clothing.  A primary  requirement  of 
the  Brahmin  caste  was  abhorrence  of  meat  and 
wine;  the  leaders  felt  that  an  alcoholic  was  beyond 
any  hope  whatever.  Carstairs,  however,  reports  that 
in  his  own  experience  he  had  seen  Brahmins  quite 
obviously  befuddled  by  bhang  (marijuana);  to 
have  confronted  them  with  the  similarities  in  intox- 
ication would  have  been  a serious  insult.  Not  only 
was  there  no  disgrace  attached  to  this  form  of  in- 
toxication, but  it  was  actually  an  integral  and  con- 
structive part  of  their  religion  as  they  saw  it.  In 
this  little  community  thousands  of  miles  away  we 
find  a microculture  where  those  who  use  alcohol 
(the  warriors  and  the  rulers)  look  down  upon  those 
who  become  intoxicated  by  other  means.  Converse- 
ly the  scholars  and  the  priests  feel  that  the  use 
of  alcohol  is  so  degrading  that  even  touching  an 
alcohol-containing  beverage  irrespective  of  any 
change  of  mood  necessitates  ceremonial  cleansing 
before  the  offender  can  be  readmitted  to  a temple. 

As  I have  sat  in  many  meetings  over  the  past 
two  years  listening  to  the  virtues  of  marijuana 
versus  the  dangers  of  alcohol  and  at  other  meetings 
denouncing  the  horrors  of  marijuana  (but  curiously 
enough  without  any  good  case  in  favor  of  alcohol), 
I am  reminded  constantly  of  this  classic  study  in 
miniature  done  by  Carstairs.  It  is  of  interest  that 
Senator  Strom  Thurmond  has  recently  introduced 
a bill  into  the  United  States  Senate  which  would 
make  it  mandatory  that  liquor  bottles  carry  a label 
stating:  ‘‘Caution:  Consumption  of  Alcoholic  Bev- 
erages may  be  hazardous  to  your  health  and  may 


be  habit  forming.'*  Thurmond  pointed  out  to  the 
Senate  a serious  understatement  exists  in  reporting 
deaths  associated  with  alcoholic  disorders.  He  cited 
the  reluctance  of  family  physicians  to  list  drinking 
as  a specific  cause  of  death  because  of  the  stigma 
associated  with  drinking  and  the  resulting  sensitiv- 
ity of  families. 

USE  AMONG  STUDENTS 
Cannabis  usage  presently  is  no  longer  the  monop- 
oly of  the  disadvantaged  and  the  poor.  Its  rapid 
spread  to  the  affluent,  to  the  college  campus  and 
the  older  high  school  group,  and  to  professional 
people  and  the  artistically  inclined  is  well  recog- 
nized. Many  of  a group  of  Peace  Corps  volunteers, 
all  college  graduates  and  recently  returned  after 
twro  years  of  service,  expressed  great  surprise  over 
the  explosive  increase  in  marijuana  popularity  dur- 
ing their  absence  from  the  country.  Many  college  up- 
perclassmen have  told  me  that  this  year's  entering 
freshmen  are  more  knowledgeable  about  marijuana 
usage  than  are  they  themselves  with  their  years  of 
college  experience.  Estimates  of  its  current  use  on 
college  campuses  range  from  lows  of  10  to  12  per 
cent  to  highs  of  35  per  cent  and  over.  The  extent 
of  use  in  many  urban  high  schools  is  distressingly 
high.  I believe  that  this  is  the  trend  because  I have 
heard  it  from  incoming  freshmen  themselves  and 
from  a psychiatrist  practicing  in  the  suburbs  of 
one  of  our  large  eastern  cities.  Similar  statistics 
were  reported  from  a Long  Island  high  school  in 
a recent  story  in  Look  magazine.8  Physicians  will 
be  confronted  increasingly  with  the  problems  by  the 
young  users  themselves,  by  their  parents,  and  by 
social  and  legal  agencies. 

ONLY  CONTROLLED  STUDY 
The  only  controlled  study  of  marijuana  in  this 
country  is  very  old  by  current  medical  research 
standards,  since  it  was  conducted  by  the  New  York 
Academy  of  Medicine  between  1939  and  1942. 
Mayor  Fiorello  La  Guardia  authorized  the  study 
when  he  became  annoyed  by  statements  concerning 
the  horrors  of  marijuana  usage  in  New  York  City. 
He  had  himself  observed  much  marijuana  smoking 
during  a tour  of  duty  with  the  Army  in  Panama. 
He  appointed  a ‘‘Blue  Ribbon”  panel  from  the 
Academy,  including  internists,  psychiatrists,  psy- 
chologists, sociologists,  and  selected  and  specially 
trained  police.  The  physicians  were  George  B.  Wal- 
lace, Chairman,  McKeen  Cattell,  Leon  H.  Corn- 
wall, Robert  F.  Loeb,  Currier  McEwen,  Bernard 
S.  Oppenheimer,  Charles  Dillen  Ryan,  and  Dudley 
D.  Shoenfeld.  The  Report  of  the  Academy  of  Med- 
icine in  1944  concluded  in  essence  that:9  1.  Mari- 
juana did  not  cause  juvenile  delinquency.  2.  It  did 
not  lead  directly  to  mental  or  physical  deterioration. 
3.  It  did  not  lead  to  addiction.  4.  No  deaths  from 
it  had  been  described.  5.  Marijuana  was  taken  for 
the  purpose  of  producing  sensations  comparable  to 
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those  produced  by  alcohol.  It  caused  a lowering  of 
inhibitions  comparable  to  that  elicited  by  alcohol 
in  a blood  concentration  of  2 to  3 milligrams  per 
cent.  The  user  was  found  to  speak  and  act  more 
freely,  was  inclined  to  daydreaming,  and  experi- 
enced a feeling  of  calm  and  pleasurable  relaxation. 
The  report  was  a painstaking  and  monumental  in- 
vestigation, but  the  anti-marijuana  feeling  was  so 
great  at  the  time  the  report  was  published  that  it 
was  derided.  Even  the  Journal  of  the  AMA  admon- 
ished physicians  to  pay  little  heed  to  the  findings.10 

THE  NATURE  OF  MARIJUANA 
The  source  of  marijuana  is  the  hemp  plant,  Can- 
nabis sativa.  It  grows  in  any  moderate  climate  in- 
cluding our  own.  Yearly  destruction  of  detected 
wild  patches  is  carried  out  locally.  The  newspapers 
were  recently  full  of  articles  having  to  do  with 
maps  of  large  wild  areas  found  in  Iowa.  These  were 
apparently  the  carryover  from  World  War  II  pres- 
sures on  farmers  to  grow  hemp  for  rope  making. 
A psychiatrist  friend  of  mine  on  Long  Island  re- 
ports as  commonplace  the  ‘‘horticulture  in  minia- 
ture” activities  of  one  of  his  high  school  patients 
who  raised  cannabis  quite  successfully  in  a window 
box.  The  flowers  of  the  female  plant  yield  a potent 
resin  that  we  know  as  hashish  or  charas.  This  is 
produced  most  abundantly  in  hot  dry  countries 
where  the  plants  are  grown  in  upland  areas.  The 
material  as  it  is  used  in  this  country  is  rerely  the  po- 
tent resin  described,  but  more  commonly  other  and 
almost  all  parts  of  the  plant.  Some  Mexican  ma- 
terial includes  “Acapulco  Gold”  at  $30.00  an  ounce 
when  purchased  in  small  amounts  or  “Panama 
Red”  at  $20.00  an  ounce.  These  prices  are  said  to 
be  considerably  lower  for  material  purchased  in 
one  kilo  lots;  because  of  a relatively  large  increase 
in  supply,  the  price  is  said  to  be  only  about  half 
of  what  it  was  a year  or  two  ago.  The  hand-rolled 
cigarettes  have  many  slang  names,  but  “reefers” 
and  “sticks”  are  common.  The  so-called  “nickel 
bag”  (amount  obtained  for  $500)  is  said  to  make 
about  ten  generous  cigarettes.  Smoking  of  mariju- 
ana is  an  acquired  “art”  in  which  the  novice  learns 
to  inhale  deeply,  hold  his  breath  and  distinguish 
the  early  signs  of  intoxication.  First  attempts  are 
said  to  be  seldom  pleasing.  The  effect  is  almost 
immediate,  and  one  cigarette  gives  an  effect  for 
about  an  hour;  but  usually  more  than  one  is 
smoked,  and  the  effect  lasts  from  three  to  four 
hours.  The  cigarette  is  usually  passed  around  in  a 
communal  group  and,  because  of  the  expense  of 
the  marijuana,  is  smoked  down  to  the  last  vestige. 
The  intoxication  is  followed  by  deep  and  natural 
sleep  with  little  or  no  hangover.  Just  as  there  are 
marked  individual  susceptibilities  to  alcohol,  there 
seem  to  be  striking  variations  in  effect  with  mari- 
juana. The  solitary  smoker  becomes  more  quiet 
and  occasionally  depressed,  whereas  a participant 


in  a group  of  known  and  liked  contemporaries  ge- 
comes  more  out-going,  talkative,  and  contented. 
There  is  apparently  little  tolerance  developed,  and 
many  smokers  state  that  they  use  less  when  they 
become  accustomed  to  the  effect  than  they  did  in 
their  days  of  earlier  use. 

EFFECTS  OF  MARIJUANA 

Overindulgence  results  in  dizziness  to  some  de- 
gree, tremors,  ataxia,  and  an  unpleasant  floating 
sensation.  The  sense  of  hunger  is  a common  phys- 
ical symptom.  Marked  overdosage  may  be  man- 
fested  by  nausea,  vomiting,  burning  of  the  eyes, 
blurring  of  vision,  tightening  of  the  chest,  cardiac 
palpation,  tinnitus,  an  urge  to  defecate  or  urinate, 
and  overwhelming  fear  or  deep  anxiety.  Overindul- 
gence is  rare;  the  experienced  usuer  cannot  be 
persuaded  to  overindulge.  Abnormal  behavior  ap- 
parently is  not  initiated  by  marijuana,  but  behavior 
traits  already  present  may  be  acted  out.  This  is 
probably  less  likely  to  happen  with  marijuana  than 
with  alcohol.  There  is  no  evidence  of  increased 
sexual  aggression,  although  enjoyment  of  the  sex 
act  is  said  to  be  heightened. 

As  with  any  other  hallucinogenic  drug,  overdos- 
age can  give  rise  to  a transient  psychosis.  In  the 
Mayor’s  Report  on  controlled  studies,  nine  such 
episodes  occurred  in  the  seventy-twro  subjects  stud- 
ied, six  of  which  were  transient  and  lasted  between 
three  and  six  hours.  It  must  be  remembered  that 
this  was  an  experimental  study,  the  active  ingredi- 
ent was  given  in  pill  form  writh  potential  overdose 
a part  of  the  experimental  design.  Overdosage  by 
a smoker  is  less  likely  because  he  controls  his  dose. 
Drug  by  ingestion  is  harder  to  calibrate  because  it 
is  absorbed  “all  or  none”  and  is  much  slower  in 
effect  than  that  taken  by  inhalation.  Symptoms 
were  chiefly  hallucinations,  excitability,  fear,  and 
anxiety.  Three  other  subjects  had  rather  longer 
episodes,  one  of  which  resulted  in  the  hospitaliza- 
tion of  a twenty-three  year  old  man  for  “psychosis 
with  psychopathic  personality.”  Much  of  his  pre- 
ceding seven  years  had  been  spent  in  and  out  of 
prison  with  no  work  record,  and  his  reactions  to 
marijuana  and  the  study  itself  were  not  unusual. 
His  psychosis  developed  when  he  wras  refused  per- 
mission to  stay  at  the  hospital  to  assist  in  the  mari- 
juana study  but  instead  had  been  returned  to  pris- 
on. Murphy  termed  this  “prison  psychosis”  not 
related  to  marijuana. 

The  group  also  studied  blood  cell  counts,  hemo- 
globin, blood  urea  nitrogen,  calcium  and  phospho- 
rus, circulation  rate,  vital  capacity,  phenolsulfon- 
phthalein  excretion,  bromsulphalein  excretion,  and 
electrocardiogram,  all  of  which  were  not  signifi- 
cantly different  in  subjects  under  the  influence  as 
compared  to  controls.  There  was  an  increase  in 
basal  metabolic  rate  and  blood  sugar  levels  but 
(Continued  on  next  page) 
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within  limits  of  high  normals.  Although  there  was 
frequency  of  urination,  total  urinary  output  was 
not  altered.  Psychomotor  functioning  in  various 
fields  was  tested.  Simple  functions,  such  as  speed  of 
talking  and  reaction  time,  were  effected  by  large 
doses  and  scarcely  at  all  by  smaller  doses.  Ataxia 
was  found  to  be  common.  The  ability  to  judge 
short  periods  of  time  (15  seconds  up  to  5 minutes) 
and  short  distances  (3  to  8 feet)  were  not  signi- 
cantlly  altered.  These  findings  tend  to  disprove  the 
subjective  reaction  of  musicians  (especially  drum- 
mers) who  feel  that  they  get  in  many  more  ‘'licks” 
because  time  passes  so  slowly. 

Mental  functioning  is  affected  by  marijuana  in 
relation  to  the  amount  of  drug  taken  both  in  de- 
gree and  duration.  Complex  functions  are  more 
seriously  disrupted  than  simple  ones.  A graduate 
student  was  observed  at  a seminar  discussion 
“stoned"  (his  expression)  on  marijuana.  His  con- 
duct and  comments  were  deemed  normal  by  all 
observers  and  no  one  was  the  wiser  until  he  dis- 
closed his  state  at  the  seminar  the  following  day. 
He  had  been  “lostv  in  most  of  the  discussion  but 
was  able  with  difficulty  to  relate  the  the  content 
to  the  previous  day's  discussion  and  thus  make 
some  comments.  The  fellow  participants  found  it 
hard  to  reconcile  his  subjective  disorientation  with 
his  relatively  normal  objective  behavior.  Decreased 
intellectual  ability  is  due  to  diminished  speed  as 
well  as  accuracy,  but  there  is  no  evidence  that  any 
permanent  deterioration  from  marijuana  usage  oc- 
curs. Some  of  the  readers  may  have  seen  a tele- 
vision interview7  with  a California  school  principal 
who  had  used  marijuana  for  eighteen  years  and 
whose  behavior  seemed  grossly  essentially  normal. 
There  is  a great  deal  of  poorly  documented  litera- 
ture on  perils  of  the  drug.11 

PURPORTED  DANGERS 

Some  fear  of  marijuana  effects  has  been  described 
by  Paul  A.  Walters12  of  the  Harvard  Health  Serv- 
ice, Psychiatric  Division,  as  well  as  others.  Walters 
feels  that  since  this  is  a relatively  easily  obtainable 
drug  a student  who  is  going  to  “drop  out”  of  so- 
ciety may  find  this  a very  easy  way  to  do  it.  Two 
recent  reports  in  the  English  literature  and  one  in 
the  American  show  untoward  reactions  to  mariju- 
ana, but  these  have  a common  drawback  in  that 
there  is  insufficient  information  on  the  basic  emo- 
tional patterns  of  the  subjects  and  on  their  reac- 
tions to  alcohol.  There  can  be  no  doubt  that  mari- 
juana is  a dangerous  drug, 13-15  but  there  are  no  con- 
firmed reports  of  deaths,  as  contrasted  with  alco- 
hol, barbiturates,  and  heroin.  Just  how  dangerous 
it  is  and  where  it  stands  in  the  family  of  other  dan- 
gerous drugs  is  a topic  urgently  in  need  of  high 
quality  research.  Two  reports  in  the  British  litera- 
ture list  several  cases  of  schizoid  reactions  consider- 


ably outside  the  range  of  normal  intoxication  in 
duration  and  disability. 

Doctor  Gabriel  Najera16  of  our  staff  has  this 
Fall  seen  our  first  case  of  continued  deep  anxiety 
and  apprehension  secondary  to  marijuana.  This 
student  had  only  one  “pot”  experience  during  which 
a severe  anxiety  developed.  This  has  continued, 
interferes  with  academic  production,  and  was  suf- 
ficiently severe  to  warrant  his  seeking  psychiatric 
help. 

M.  H.  Keeler,  Professor  of  Psychiatry  at  the 
University  of  North  Carolina,  has  reported  15  stu- 
dents with  adverse  reactions  to  marijuana.15  Their 
difficulties  included  one  case  of  panic  and  fear, 
one  of  depersonalization,  one  instance  of  gross  con- 
fusion and  disorientation,  two  depressions,  and  four 
paranoid  phenomena.  One  of  the  cases  with  confu- 
sion and  one  with  depression  experienced  repeated 
reactions  of  the  same  nature  thereafter,  as  did  our 
own  case.  Two  others  reported  major  changes  in 
behavior  and  life  goals  after  the  use  of  marijuana. 
Four  patients  were  judged  frankly  schizophrenic, 
but  they  had  been  almost  daily  users  of  marijuana 
and  amphetamines  as  well  as  LSD.  Murphy27 
(Canada)  and  Lambo  (Nigeria)  suggest  that  use 
of  marijuana  may  have  helped,  rather  than  harmed, 
patients  with  paranoia  and  schizophrenia. 

The  active  constituent  of  cannabis  is  tetrahy- 
drocannabinol.17-18 It  has  been  totally  synthe- 
sized.19 Lise  of  the  pure  delta  tetrahydrocannabinols 
reveals  that  18  mg.  is  a definitely  hallucinatory 
dose,  but  that  doses  of  1/3  to  1/5  of  this  amount 
give  mood  changes  characteristic  of  mild  mariju- 
ana intoxication,  such  as  euphoria.29  The  duration 
and  intensity  of  the  intoxication  as  well  as  its  speed 
of  onset  is  related  to  the  potency  of  the  preparation 
and  the  route  of  administration.  The  cannabis 
agents  are  never  injected,  but  are  smoked  or  taken 
in  a watery  extract,  as  in  a tea  or  combined  in 
sweet  candies.  (The  pill  form  was  used  in  the  May- 
or's Report,  but  not  in  voluntary  usage.) 

MARIJUANA  AND  THE  LAW 

Cannabis  has  had  a very  long  history  in  China 
and  the  Near  East.  It  was  relatively  available  in 
this  country  until  Harry  Anslinger  as  Chief  of  the 
Federal  Narcotics  Bureau  developed  a very  formid- 
able campaign  against  its  use.  In  his  book,  “The 
Murderers,”20  he  described  the  methods  by  which 
“he  told  the  story  of  this  evil  weed  of  the  fields 
and  riverbeds  and  roadsides  ...  in  network  broad- 
casts I reported  on  the  growing  list  of  crimes,  in- 
cluding murder  and  rape ...  I believe  we  did  a 
thorough  job,  for  the  public  was  alerted  and  the 
laws  to  protect  them  were  passed.”  This  campaign 
resulted  in  the  Marijuana  Tax  Act  of  1937  which 
makes  it  a federal  offense  to  use  marijuana  even 
though  one  does  have  the  tax  stamp.  This  federal 
penalty  is  multiplied  many  times  over  by  much 
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more  stringent  state  regulations.  A great  many  un- 
favorable comments  on  Anslinger’s  activities  have 
been  made  during  the  years,  and  there  seems  to  be 
relatively  little  in  the  medical  or  sociologic  litera- 
ture to  validate  his  claim  “that  murder  and  rape’’ 
were  the  result  of  marijuana  usage.  The  Task  Force 
Report4  of  which  more  will  be  said  later,  states: 
“The  Act  raises  an  insignificant  amount  of  revenue 
. . . it  has  become  in  effect  solely  a criminal  law 
imposing  sanctions  upon  persons  who  sell,  acquire, 
or  possess  marijuana.  Although  marijuana  has  long 
held  the  reputation  of  inciting  individuals  to  com- 
mit sexual  offenses  and  other  anti-social  acts,  the 
evidence  is  inadequate  to  substantiate  this.” 

Although  it  may  seem  presumptuous  for  a physi- 
cian to  raise  questions  relating  to  the  propriety  of 
certain  laws  and  the  penalty  for  violations  thereof, 
it  does  become  relevant  when  the  “crime”  involved 
pervades  the  medical  field.  The  federal  law  (The 
Marijuana  Tax  Act  of  1937)  as  amended,  provided 
minimum  penalties  of  two  years  for  possession  and 
five  years  for  sale  or  transfer  plus  possible  substan- 
tial fines.  Sale  or  transfer  to  a person  under  18  car- 
ries a minimum  term  of  10  years. 

Rhode  Island  state  law  was  revised  in  1962.  In- 
troduced as  an  administration  bill  it  was  referred 
to  the  judiciary  committee  which  held  no  hearings. 
It  then  passed  the  House  on  the  next  to  the  last 
day  of  the  legislative  session  and  passed  the  Senate 
on  the  last  day  (April  12-13,  1962).  The  bill  was 
not  printed,  and  as  typed  it  referred  only  to  “Nar- 
cotic Drugs”  with  nothing  on  the  face  sheet  to  indi- 
cate that  it  concerned  cannabis.  Although  we  all 
assume  we  know  professionally  what  we  mean  by  a 
“narcotic,”  legally  this  is  a very  fuzzy  term.  Dor- 
land21  defines  a narcotx  as  “an  agent  that  produces 
insensibility  or  stupor.”  Obviously,  alcohol  could 
easily  be  included  here,  as  well  as  various  barbituric 
acid  derivatives  and  other  sedatives.  The  World 
Health  Organization  sub-committee  reporting  on 
evaluation  of  dependence-producing  drugs  devoted 
only  twelve  lines  of  their  twenty-five  page  report 
to  cannabis.  They  said  in  part  “'.  . . there  is  no  evi- 
dence that  cannabis  produces  physical  depend- 
ence.”25 

One  can  only  wonder  if  the  characteristic  logjam 
of  the  closing  days  of  a legislative  session  allowed 
the  dispassionate  detailed  study  and  consideration 
that  a new  bill  deserved,  particularly  in  view  of  its 
stringent  increase  in  penalties.  The  Uniform  Nar- 
cotic Drug  Act  in  Rhode  Island  provides  the  fol- 
lowing penalties: 

Pre  1962  Law  Post  1962  Law 

Possession  of  Marijuana 

None  Minimum — 2 years 

3 years  Maximum — 15  years 

up  to  $1,000  fine  up  to  $10,000  fine  or  both 

or  both 


Possession  with  intent  to  sell 

Minimum — 10  years 
Maximum — 30  years 

Gift  or  Sale  of  Marijuana 

None  Minimum — 20  years 

5 years  Maximum — 40  years 

up  to  $2,000  fine 
or  both 

Sale  to  anyone  under  21 

Minimum — 30  years 
Maximum — life 

It  is  striking  to  compare  the  above  penaties  with 
those  or  other  crimes.  The  minimum  sentence  for 
the  sale  of  marijuana  ranks  third  in  severity  of 
penalty  for  any  crime  in  our  state,  exceeded  only 
by  first  degree  murder  and  treason  against  the 
state.  The  minimum  penalty  is  heavier  than  that 
for  criminal  abortion  with  the  death  of  the  patient, 
arson,  second  degree  murder,  manslaughter,  armed 
robbery,  rape,  and  other  felonies.  The  maximum 
penalty  for  the  possesion  or  sale  of  alcohol  by  a 
minor  in  this  state  is  a fine  of  $50.00. 

HABITUATION  vs.  ADDICTION 

It  is  agreed  that  marijuana  is  no  more  addicting 
than  alcohol  or  tobacco.  Addiction  is  defined  as  “a 
state  characterized  by  an  overwhelming  desire  or 
need  (compulsion)  to  continue  use  of  a drug  and 
to  obtain  it  by  any  means  with  a tendency  to  in- 
crease the  dosage,  a psychological  and  usually  a 
physical  dependence  on  its  effects  and  a detrimen- 
tal effect  on  the  individual  and  on  society.”21  Ha- 
bituation, on  the  other  hand,  is  defined  as  “a  con- 
dition resulting  from  the  repeated  consumption  of 
a drug  with  a desire  to  continue  its  use  but  with 
little  or  no  tendency  to  increase  the  dose;  there 
may  be  psychic  but  no  physical  dependence  on  the 
drug  and  detrimental  effects,  if  any,  are  primarily 
on  the  individual.”  Recently  there  has  been  a ten- 
dency to  attach  less  significance  to  the  above  strict 
defintions  and  to  define  dependence  in  terms  of  the 
specific  drug  involved  such  as  “dependence  of  the 
morphine  type,”  and  “dependence  of  the  heroin 
type.” 

As  physicians,  however,  most  of  us  find  the  above 
definitions  fairly  clearcut  and  readily  understood. 
In  the  category  of  addiction  we  would  undoubtedly 
place  morphine  and  heroin,  and  in  the  habituation 
class  we  would  include  cigarettes,  alcohol  and  cof- 
fee (and  marijuana).  There  is  virtually  unanimous 
agreement  in  the  literature  that  marijuana  is  not 
addicting.  The  White  House  Conference  in  196222 
stated:  “It  is  the  opinion  of  the  panel  that  the 
hazards  of  marijuana  per  se  have  been  exaggerated 
and  that  the  long  criminal  sentences  imposed  on  the 
(Continued  on  next  page) 
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occasional  user  or  possessor  of  the  drug  are  in  poor 
social  perspective  . . . tolerance  and  physical  de- 
pendence do  not  develop,  and  withdrawal  does  not 
produce  an  abstinence  syndrome.”  The  Task  Force 
Report4  states:  “Marijuana  is  equated  in  law  with 
the  opiates,  but  the  abuse  characteristics  of  the  two 
have  almost  nothing  in  common.  The  opiates  pro- 
duce physical  dependence  — marijuana  does  not. 
A withdrawal  sickness  appears  when  the  use  of 
opiates  is  discontinued.  No  such  symptoms  are  as- 
sociated with  marijuana.  The  desired  dose  of  the 
opiate  tends  to  increase,  but  this  is  not  true  of 
marijuana.  Both  can  lead  to  psychic  dependence, 
but  so  can  almost  any  substance  that  alters  the 
state  of  consciousness.”  Goodman  and  Gilman23 
state:  “As  users  usually  express  it  — ‘I  can  take  it 
or  leave  it  alone.’  An  overwhelming  preoccupation 
with  the  continued  use  of  marijuana  is  an  extreme 
rarity.” 

The  author’s  experience  bears  out  the  above  state- 
ments. Abstinence  during  the  long  Christmas  holi- 
day and  examination  periods  pose  no  psychological 
or  physiological  hazard  for  the  student  user  of 
marijuana.  As  noted  previously,  the  seasoned  user 
is  likely  to  decrease  his  dose  rather  than  increase 
it,  since  ( 1 ) he  develops  better  smoking  technique, 
and  (2)  its  pleasures  once  learned  are  suggestive. 

Does  marijuana  usage  escalate  to  heroin  or  other 
narcotic  use,  the  so-called  “domino”  effect?  It  is 
generally  agreed  that  it  does  not,  but  the  question 
merits  some  exploration.  Since  marijuana  is  illegal 
in  every  aspect,  somebody  in  the  supply  chain  must 
deal  some  place  some  time  with  an  element  we 
might  generally  label  “criminal.”  Dealers  in  high- 
pricer  heroin  rarely  deal  in  low-priced  marijuana, 
bearing  the  same  risks.  Whether  this  be  the  syndi- 
cate, the  Mafia,  or  a few  friends  in  Mexico  is  ir- 
relevant. It  is  fatuous  to  say  that  this  may  not 
increase  the  ease  by  which  one  might  obtain  heroin, 
if  desired,  althought  the  chains  of  distribution  are 
often  wholly  unrelated. 

In  a recent  paper  Ball24  traces  the  association 
between  marijuana  and  heroin  as  he  has  seen  it  at 
the  federal  treatment  facilities  in  Washington  and 
Texas.  He  makes  no  claim  in  his  paper  that  mari- 
juana use  per  se  predisposes  to  heroin,  although  one 
gets  the  distinct  impression  that  he  has  a feeling 
there  is  no  attempt  to  find  how  many  useds  of  mari- 
juana finally  become  heroin  addicts.  The  fact  that 
Unfortunately,  his  data  have  a severe  bias  because 
there  is  no  attempt  to  find  how  many  users  of  mari- 
juana finally  become  heroin  addicts.  The  fact  that 
many  heroin  addicts  have  used  marijuana  is  beside 
the  point.  Ball  did  not  study  how  many  heroin  us- 
ers had  escalated  through  alcohol,  a substance  cred- 
ited with  the  initation  of  a not  unimpressive  list 
of  public  and  private  malfeasances.  James  Fox, 
acting  Chief  of  the  Center  for  Studies  of  Narcotic 


and  Drug  Abuses  of  the  National  Institute  of  Men- 
tal Health,  speaking  before  the  National  Student 
Association  Sub-Committee  on  Drugs  and  the  Cam- 
pus on  August  24,  1966,  stated  that:  “I  think  we 
can  now  say  that  marijuana  . . . does  not  lead  to 
heroin  addiction.”  The  Mayor’s  Committee  on  Ma- 
rijuana stated:  “The  practice  of  smoking  marijuana 
does  not  lead  to  addiction.”  Goodman  and  Gilman23 
state:  “The  causal  relationship  between  the  two 
events  (marijuana  use  and  heroin  use)  has  never 
been  substantiated.  Therefore,  while  attempts  to 
limit  its  use  are  appropriate,  the  hazards  of  its  use 
should  not  be  exaggerated.”  Blumer,26  in  a study  on 
San  Francisco,  states:  “Popular  conceptions  of 
youthful  drug  use  almost  always  presume  that 
youthful  users  move  along  a line  of  development 
ending  in  heroin  addiction.  Our  evidence  offers  no 
support  to  these  conceptions  but  instead,  largely 
contradicts  them.  . . . Most  youthful  drug  users  look 
with  disdain  and  frequently  with  fear  upon  the  use 
of  heroin.” 

MARIJUANA,  LSD,  and  AMPHETAMINES 

My  personal  concern  in  the  matter  does  not  re- 
late to  the  use  of  heroin,  because  this  has  now 
been  so  thoroughly  documented  in  all  its  horrors 
of  addiction  that  those  who  would  be  tempted  to 
use  heroin  will  do  so  regardless  of  antecedent  be- 
havior. The  occasional  user  of  marijuana  has  no 
interest  in  this  phase.  I do  have  some  concern,  how- 
ever, (and  this  is  shared  with  some  students  with 
whom  I have  talked)  that  marijuana  can  very  well 
lead  to  the  use  of  amphetamines  (“speed”)  or  LSD, 
while  the  student  without  his  altered  consciousness 
would  have  been  very  resistive  to  these  substances. 
It  will  take  further  research  to  find  out  whether 
the  tendency  to  use  these  other  consciousness- 
altering  drugs  is  done  with  more  or  less  ease  during 
marijuana  intoxication  as  opposed  to  alcoholic  in- 
toxication. 

There  is  a widespread  misconception  that  mari- 
juana predisposes  to  crimes  of  violence.  The  exact 
opposite  is  probably  closer  to  the  facts.  The  Medical 
Society  of  New  York  County  states:  “There  is  no 
evidence  that  marijuana  is  associated  with  crimes 
of  violence  in  the  United  States.”  They  point  out 
that  it  can,  under  some  circumstances,  cause  ag- 
gressive behavior,  psychosis  and  impaired  judgment 
in  certain  skilled  areas,  such  as  driving.  They  em- 
phasize the  point  that  is  made  by  many  writers  in 
the  field:  that  marijuana  as  we  commonly  know  it 
in  America  bears  the  same  relation  to  hashish  that 
beer  does  to  bourbon.  It  is  only  one-fifth  to  one- 
eight  as  potent,  even  when  unadulterated. 

H.  B.  M.  Murphy27  of  the  Psychiatric  Service  at 
McGill  University  states  that:  “Aggressiveness  or 
anti-social  behavior  is  agreed  to  be  less  common 
with  cannabis  than  with  alcohol.”  Most  serious  ob- 
servers agree  that  cannabis  does  not  per  se  induce 
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aggressive  and  criminal  activities  and  that  the  re- 
duction of  work  drive  leads  to  a negative  correla- 
tion with  criminality  rather  than  a positive  one. 
Andrade28  found  no  evidence  that  marijuana  was 
an  excitant  to  or  the  cause  of  crime  in  Brazil,  in  a 
10  year  study  of  some  120  criminals  suspected  of 
having  committed  crime  under  the  influence  of 
marijuana. 

TASK  FORCE  RECOMMENDATIONS 

The  newest  and  most  outstanding  publication  by 
a national  group  of  recognized  stature  was  the  re- 
port by  the  ‘'Task  Force  on  Narcotics  and  Drug 
Abuse  of  the  President's  Commission  on  Law  En- 
forcement and  Administration  of  Justice"4  released 
in  the  summer  of  1967.  In  “Annotations  and  Con- 
sultants' Papers,”  the  following  pertinent  comment 
is  made  by  Richard  Blum:  “The  inadequate  data 
available  today  indicates  that  risks  of  crime,  acci- 
dent and  suicide  and  of  undesirable  physiological 
side  effects  are  not  likely  to  be  greater  than  those 
associated  with  alcohol  (and  maybe  less).  If  the 
equivalence  between  alcohol  and  marijuana  is  to 
be  accepted  as  an  operating  assumption  until  more 
facts  are  at  hand  — and  we  feel  that  is  a prudent 
position  to  take  — it  then  follows  that  a public 
debate  is  in  order  with  regard  to  the  best  regulation 
of  marijuana.” 

When  a government  commission  recommends 
greater  leniency  in  laws  it  demands  sober  considera- 
tion. The  President's  Task  Force  recommended 
that:  1)  Both  the  federal  government  and  the  state 
should  regulate  marijuana  in  like  manner  to  other 
dangerous  drugs  rather  than  as  a narcotic.  2) 
Neither  use  nor  simple  possession  of  marijuana 
should  be  the  subject  of  criminal  prosecution  by 
either  the  federal  government  or  the  states.  3 ) Both 
federal  and  state  penalties  for  offenses  relating  to 
marijuana  should  be  the  same  as  penalties  for  of- 
fenses relating  to  other  dangerous  drugs. 

One  of  the  tentative  recommendations  of  the 
Task  Force  states:  “These  goals  (referring  to  sug- 
gestions for  greater  exchange  of  views  in  planning 
revisions  in  the  law.  police  procedures,  public 
health,  and  medical  and  psychiatric  features)  while 
sounding  utopian  may  very  well  be  capable  of  at 
at  least  partial  achievement,  for.  of  all  drugs  con- 
sidered in  this  report,  marijuana  is  the  one  where 
there  is  the  greatest  discrepancy  between  public 
beliefs  in  probable  drug  effects  and  between  pres- 
ent versus  reasonable  legislation.  The  development 
of  a moderate  and  consistent  policy  will  much  im- 
prove the  present  state  of  affairs.” 

Much  of  the  marijuana  used  by  the  college  group 
is  in  the  context  of  a recreational  drug.  It  is  done 
in  small  intimate  groups,  largely  on  weekends,  and 
is  planned  experience  equivalent  to  a peer  group's 
alcohol  party.  Neither  of  these  drugs  is  necessarily 
the  hallmark  of  the  “serious”  college  student,  but 


it  would  be  hard  to  prove  which  is  “worse.”  When 
either  group  moves  from  the  weekend  party  to  an 
almost  daily  experience,  then  serious  problems  in 
academic  production  occur.  But  being  “high”  on 
marijuana  is  no  more  nor  any  less  destructive  than 
being  “high"  on  alcohol.  College  alcohol  parties 
tend  to  produce  far  more  destruction  to  property 
in  vandalism  and  other  disorders  than  do  the  mari- 
juana parties,  but  this  may  in  part  reflect  the  rela- 
tive freedom  from  penalties  associated  with  alcohol. 
Maybe  there  will  be  more  of  a tendency  to  with- 
draw and  "drop  out”  with  marijuana,  but  this  is 
only  conjecture  and  deserves  further  investigation. 
It  should  also  be  noted  that  for  the  most  part  the 
users  of  marijuana  in  college  tend  to  drop  its  use 
after  graduation  and  shift  to  the  socially  acceptable 
drug,  alcohol. 

The  Task  Force  Report  on  Narcotics  and  Drug 
Abuse  represents  the  most  current  and  highest  level 
of  knowledge  and  experience  on  the  marijuana  prob- 
lem. Ther  official  recommendation  is  as  follows: 
“The  National  Institute  of  Mental  Health  should 
devise  and  execute  a plan  of  research  to  be  carried 
on  both  intramural  and  extramural  bases  covering 
all  aspects  of  marijuana  use.  . . . 

“The  research  should  identify  existing  gaps  in 
our  knowledge  of  marijuana.  A systematic  review 
of  the  literature  will  be  necessary.  The  plan  should 
provide  for  an  intensive  examination  of  the  impor- 
tant medical  and  social  aspects  of  marijuana  use. 
It  should  provide  for  surveys  of  the  extent  of  mari- 
juana use  and  of  the  nature  of  such  use  i.e.,  occa- 
sional. periodic,  or  habitual.  It  should  provide  for 
studies  of  the  pharmacology  of  marijuana  and  of 
its  immediate  and  long-term  effects.  It  might  also 
provide  for  animal  studies.  The  relation  of  mari- 
juana use  to  aggressive  behavior  and  crime  should 
certainly  be  a subject  of  study.  So  should  the  rela- 
tion between  marijuana  and  the  use  of  other  drugs. 
The  Commission,  of  course,  does  not  wish  to  imply 
that  the  need  for  research  is  confined  to  marijuana.” 

NEED  FOR  FURTHER  RESEARCH 

I have  been  reliably  informed  by  a highly  re- 
spected educator  now  working  with  a federal  agen- 
cy studying  the  problem  that  many  institutions  and 
individuals  who  would  like  to  embark  on  research 
projects  involving  marijuana  are  deterred  by  fear 
of  the  bad  publicity  for  their  institutions  which 
would  follow  publication  of  a report  not  wholly  un- 
favorable to  the  substance.  As  repugnant  as  this 
concept  may  be  to  a conscientious  and  ethical  in- 
vestigator, it  must  be  remembered  that  it  happened 
to  the  New  York  Academy  of  Medicine  in  1944. 
Criticism  of  new  original  research  in  this  field 
should  direct  itself  to  methodology  and  adequacy 
as  bases  or  conclusions  not  colored  by  prejudicial 
(Continued  on  next  page) 
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attitudes  following  the  lurid  and  exotic  folklores 
so  common  to  this  native  weed. 

REGULATION  AS  DRUG  RATHER  THAN  AS 
NARCOTIC 

Finally,  I would  like  to  quote  from  a highly  in- 
formed and  “respectable”  professional  source  in 
government  who  for  various  and  obvious  reasons 
wishes  to  remain  anonymous:  “I  do  not  want  to 
appear  as  offering  a piece  of  special  pleading  for 
the  legalization  of  marijuana  — nor  is  it  my  in- 
tention, in  offering  these  arguments,  to  do  so.  It 
is  clear,  however,  that  the  conventional  wisdom 
concerning  marijuana  is  generally  uninformed.  But 
a public  outcry  would  without  doubt  result  from  a 
proposal  to  consider  legalizing  marijuana. 

“We  ought  not  to  allow  ourselves  to  be  so  intimi- 
dated that  we  refuse  to  re-examine  the  case  against 
the  weed.  So  far  as  an  objective  analysis  of  the 
problem  is  possible,  to  that  degree  one  can  only 
conclude  that  the  case  offered  against  marijuana 
does  not  hold  good.  There  may,  of  course,  be  other 
reasons  to  continue  its  present  policy  in  prohibiting 
its  use  but  it  is  obviously  clear  that  whatever  such 
reasons  might  be  they  have  little  to  do  with  the 
allegedly  noxious  character  of  the  substance  itself. 
It  is,  after  all,  a rather  ordinary,  common  and  rela- 
tively innocuous  weed,  and  the  use  of  it  as  a nar- 
cotic presents  far  less  of  a problem  from  the  point 
of  view  of  the  public  interest  and  public  welfare 
than  alcohol,  barbiturates,  and  amphetamines.” 

I personally  would  be  very  much  against  the  le- 
galization of  marijuana  at  the  present  state  of  our 
our  knowledge.  I would,  however,  strongly  favor 
its  removal  from  the  narcotic  classification  and 
the  Federal  Bureau  of  Narcotics  and  class  it  in- 
stead as  a dangerous  drug  under  the  supervision  of 
the  Food  and  Drug  Administration. 

ADVICE  TO  STUDENTS 

In  our  private  consultations  with  students,  as 
well  as  in  the  many  group  discussions  we  hold  with 
them  in  their  residential  units,  we  present  the  most 
scientifically  defensible  material  that  we  have  avail- 
able. When  asked  outright  if  we  do  or  do  not  favor 
its  use,  we  unequivocally  state  that  we  are  unable 
to  document  any  organic  harm  of  any  kind 
to  the  occasional  experimenter,  but  that  just  as 
some  people  become  habituated  to  cigarettes  and 
others  to  alcohol  or  both,  we  feel  that  habituation  to 
marijuana  can  develop.  Habituation  to  alcohol  or 
marijuana  is  incompatible  with  a productive  college 
career.  There  is  a clear-cut  risk  of  panic,  anxiety, 
paranoid  reactions,  and  depression  in  some  users. 
If  this  habituation  becomes  an  obsessive  principle 
of  living  and  he  feels  that  the  life  of  a “pot-head” 
is  better  for  him  than  the  academic  life,  then  he 
should  probably  follow  the  blandishments  of  people 
like  Timothy  Leary  and  “drop  out.”  Trying  to  lead 


the  schizophrenic  existence  of  “dropping  out”  and 
“dropping  in”  to  classes  is  a highly  unsatisfactory 
way  of  life. 
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THE  DRUG  PROBLEM  AMONG  YOUNG  PEOPLE* 


Use  of  Both  LSD  and  Marijuana 
Entails  Significant  Risk. 


The  current  publicity  attending  the  unau- 
thorized use  of  drugs  by  young  people  has 
convinced  the  general  public  that  drug  taking  is  a 
new  problem.  It  is  not.  For  thousands  of  years, 
alcohol,  peyote,  marijuana,  hashish,  opium,  and 
other  substances  which  produce  similar  effects 
(such  as  laughing  gas  [nitrous  oxide],  ether,  and 
glue  solvents)  have  been  used  to  alter  human  con- 
sciousness and  distort  the  ordinary  sense  of,  and 
responses  to,  reality.  What  is  new,  however,  is  the 
high  incidence  of  young  people  participating  in 
‘‘the  drug  scene"  and  the  extent  of  acceptance  or 
encouragement  of  it  by  influential  members  of  the 
literary  and  academic  worlds. 

Of  all  the  hallucinogenic  agents,  LSD  (lysergic 
acid  diethylamide)  and  marijuana  (cannabis)  are 
at  present  the  most  widely  used.  Less  extensive  use 
is  made  of  mescaline,  bufotenine,  psilocybin,  and 
demethyltryptamine. 

The  pharmacological  qualities  of  LSD  are  dis- 
cussed in  a recent  article  by  the  Committee  on  Al- 
cohol and  Drug  Dependence  of  the  AMA  Council 
on  Mental  Health.1  As  yet,  research  has  not  estab- 
lished LSD  as  an  effective  treatment  for  any  dis- 
order. Such  research,  however,  is  gravely  handi- 
capped by  emotional  reactions  toward  the  drug  en- 
gendered by  its  irresponsible  and  illicit  use. 

The  chief  objection  to  the  use  of  LSD  arises  from 
the  growing  body  of  evidence  that  it  produces  ir- 
reversible changes  in  the  life  style  and  personality 
of  those  who  use  it.  Physiological  changes  are  sug- 
gested in  Cohen’s  work  in  chromosomal  disruption.2 

Psychological  changes  usually  include  impair- 
ment of  the  subject's  ability  to  make  realistic  judg- 
ments. An  individual  who  is  under  the  influence  of 
LSD  can  ignore  facts  previously  held  to  be  valid 
and  construct  new  beliefs,  no  matter  how  irrational. 
Such  form  of  thinking  bear  much  similarity  to 
psychosis.  A person  may  feel  that  he  has  powers 

*Presented  before  the  second  general  scientific  ses- 
sion of  the  100th  Annual  Meeting  of  the  West  Vir- 
ginia State  Medical  Association  at  The  Greenbrier 
in.  White  Sulphur  Springs,  August  25,  1967. 
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which  he  did  not  previously  have,  or  that  certain 
laws  of  the  environment  (such  as  vulnerability) 
are  not  operative  in  his  case.  For  example,  feeling 
omnipotent,  he  believes  that  he  can  jump  out  of  a 
window  without  being  hurt.  Wishful  thinking  be- 
comes prominent.  Preoccupation  with  isolated  as- 
pects of  sensory  experiences  may  replace  all  other 
sensations.  Most  characteristic  of  all  is  the  aban- 
doning of  long-term  patterns  of  striving,  which 
Freedman  and  Powelson3  describe  as  follows: 

‘‘LSD  enthusiasts  talk  of  religious  conversions, 
the  awakening  of  artistic  creativity,  the  reconcili- 
ation of  opposites.  The  main  change  to  be  ob- 
served in  such  individuals,  however,  is  that  they 
have  stopped  doing  anything.  The  aspiring  painter 
talks  of  the  heightening  of  his  aesthetic  sensibilities 
and  skills,  but  he  has  stopped  painting.  The  grad- 
uate student  who  withdrew  from  writing  his  dis- 
sertation in  philosophy  talks  of  the  wondrous  philo- 
sophical theories  he  has  evolved.  But  nothing  is 
written.  It  seems  that  the  world  of  fantasy  has  be- 
come far  more  compelling  than  external  things.  In- 
deed, fantasy  is  substituted  for  reality.” 

One  enthusiastic  user  of  LSD  and  marijuana 
says,  ‘Tt  has  been  ’s  experience,  and  many 
others,  including  my  own,  that  the  mind-drugs,  the 
hallucinogens,  do  very  interesting  and  wonderful 
things  and  greatly  open  the  mind  to  the  creative 
processes.”  To  an  observer  he  appears  to  have 
abandoned  the  usual  efforts  to  be  clean,  neat  and 
presentable:  he  has  failed  in  college,  has  no  job 
(and  doesn't  want  one),  yet  insists  that  he  has 
achieved  happiness.  Like  many  other  users  of  the 
hallucinogenic  drugs,  he  insists  that  physicians  who 
take  care  of  those  who  become  disturbed  or  psy- 
chotic know  nothing  about  the  drugs,  refuse  to  see 
their  good  qualities,  and  are  in  no  position  to  judge 
them  because  they  have  not  taken  them  themselves. 
Clinical  reports  of  persons  involved  in  acute  and 
chronic  psychoses,  suicide,  or  even  murder  are  dis- 
counted by  the  more  ardent  advocates  of  drug  usage 
as  being  so  few  in  number  as  to  be  insignificant. 

In  the  past  most  users  of  illegal  drugs  had  de- 
prived socio-economic  backgrounds  and  poor  social 
and  educational  records,  a tendency  to  criminal  be- 
(Continued  on  next  page) 
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havior,  and  preferred  narcotics  to  other  drugs.  In 
general,  the  new  users  come  from  the  middle  class, 
have  had  good  educational  experiences,  and  often 
are  involved  in  intellectual  or  creative  pursuits. 
When  drug  use  changes  their  attitude  and  capacity 
for  judgment,  the  differences  are  much  more  notice- 
able than  they  are  in  the  more  deprived  groups. 

The  evidence  of  harmful  effects  of  marijuana  is 
less  clear  than  that  of  LSD.  In  fact,  many  people 
insist  that  its  use  has  no  disadvantages  other  than 
being  illegal,  and  some  groups  are  campaigning 
vigorously  for  legalization  of  marijuana.  A com- 
prehensive presentation  of  the  proponents’  argu- 
ments appears  in  Ginsberg’s4  Atlantic  Monthly  ar- 
ticle “The  Great  Marijuana  Hoax.” 

On  the  other  hand,  there  are  those  who  maintain 
that  marijuana’s  dangers  go  beyond  the  legal  ones. 
As  with  the  drug's  advocates,  its  opponents’  points 
of  view  constitute  a spectrum,  with  some  objecting 
on  moral  grounds,  some  on  the  basis  of  its  psycho- 
logical and  physiological  effects,  and  some  who  do 
not  oppose  use  of  marijuana  per  se  but  interpret  it 
as  a sign  of  young  people’s  personal  and  societal 
difficulties  and  an  unconscious  call  for  help. 

Keeler5  has  reported  1 1 instances  of  adverse  re- 
actions to  marijuana.  Some  of  them  were  of  psy- 
chotic proportions  and  included  panic,  fear,  de- 
personalization, gross  confusion  and  disorientation, 
depression,  and  paranoid  reactions.  Four  subjects 
became  schizophrenic  (with  thinking  disorders  and 
inappropriate  affect)  after  extensive  use  of  mari- 
juana, amphetamine,  and  LSD.  Keeler  is  of  the 
opinion  that  marijuana  can  produce  psychotic  dis- 
orders of  a serious  degree  and  that  its  use  can 
initiate  destructive  changes  in  life  style.  When  there 
are  differences  of  opinion  on  this  latter  point,  the 
“patient”  approves  the  change  but  most  other  per- 
sons do  not. 

My  experience,  and  that  of  my  colleagues  at  the 
Harvard  University  Health  Services,  support  the 
contention  that  the  use  of  marijuana  does  indeed 
entail  risk.  In  fact,  we  find  it  to  be  harmful  in 
many  ways  and  to  lack  counterbalancing  beneficial 
effects.  Many  students  continue  to  think  it  is  ben- 
eficial even  while  their  grades  go  down  and  while 
other  signs  of  decrease  in  responsible  and  effective 
behavior  become  apparent. 

SOME  CHARACTERISTIC  COMPLICATIONS 

A few  characteristic  complications  of  marijuana 
usage  will  serve  to  illustrate  our  concern: 

A 21 -year-old  woman  was  involved  in  a conflict 
with  her  mother  regarding  choice  of  serious  dating 
partners,  following  which  she  renounced  her  religion, 
drank  to  excess,  and  became  promiscuous.  When 
she  became  fearful  of  the  effects  of  drinking  she 
began  smoking  marijuana  regularly.  She  then  be- 


came depressed.  To  combat  her  depression  she  used 
more  and  more  marijuana  and,  on  one  occasion, 
after  smoking  an  unusual  amount,  slashed  her 
wrists  and  was  admitted  to  a hospital.  Under  psy- 
chotherapy she  improved,  stopped  using  drugs,  and 
resumed  effective  academic  work. 

A 19-year-old  man  with  high  moral  standards 
became  depressed,  used  marijuana  to  combat  an 
acute  depressive  episode,  experienced  “black  de- 
spair,” and  then  obtained  sedative  pills  from  a 
friend  which  he  took  in  an  attempt  at  suicide.  After 
admission  to  a hospital  and  subsequent  treatment 
for  his  depression,  he  improved  and  has  resumed 
his  studies. 

A 20-year-old  woman  with  a long  history  of 
emotional  conflict  became  socially  irresponsible, 
intermittently  depressed  and  occasionally  overactive 
and  irritable.  She  tried  marijuana  to  combat  her 
symptoms  but  found  that  it  was  not  giving  her  the 
“kick’’  she  had  sought.  On  the  advice  of  friends, 
she  began  taking  LSD  with  the  hope  that  it  would 
enable  her  to  gain  insight  and  become  more  aware 
of  herself.  Her  potentially  disastrous  behavior  con- 
tinues and  psychotherapy  is  refused. 

A 19-year-old  man  with  dirty  clothes,  unkempt 
hair  and  beard,  in  conflict  with  his  parents,  hope- 
less about  society,  has  been  taking  benzedrine, 
dexedrine,  marijuana  and  LSD,  “to  find  out  about 
himself.”  He  views  those  who  encourage  him  to 
avoid  drugs  as  part  of  the  hostile  establishment  who 
are  infringing  on  his  rights.  His  use  of  drugs  serves 
as  a barrier  against  development  of  the  kind  of 
satisfying  interpersonal  relations  he  desires  as  well 
as  an  obstacle  to  psychotherapy. 

A senior  premedical  student  with  an  excellent 
academic  record,  already  admitted  to  a medical 
school,  suddenly  began  to  do  failing  work  in  one 
course.  He  said  his  energy  had  been  diverted  into 
trying  to  stop  using  marijuana,  which  he  had  begun 
using  extensively  during  his  senior  year.  When 
faced  with  the  necessity  of  studying  he  found  it 
easier  to  “take  pot.”  Under  its  influence  he  was 
convinced  that  studying  for  examinations  was  not 
as  important  as  other  things.  He  wanted  help,  stat- 
ing explicitly  that  he  considered  the  use  of  mari- 
juana harmful  because  it  encouraged  him  as  well  as 
his  friends  who  used  it  to  “evade  reality  and  pur- 
sue illusory  goals.” 

Another  student  denied  that  his  extensive  use  of 
marijuana  adversely  affected  his  academic  perform- 
ance, but  said  that  while  under  its  influence  he  lost 
both  the  desire  and  ability  to  study.  At  the  end  of 
the  semester  his  grades  dropped  precipitously.  He 
refused  psychiatric  help,  saying  that  although  he 
knew  he  had  an  emotional  problems,  drugs  had 
nothing  to  do  with  his  academic  difficulties.  Wheth- 
er or  not  he  is  right  cannot  be  proven  at  present, 
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not  is  it  relevant,  since  he  is  in  trouble  and  does 
need  some  kind  of  help. 

These  cases  illustrate  some  of  the  issues  involved 
in  the  great  marijuana  debate.  In  no  instance  did 
marijuana  cause  the  original  conflict.  On  the  other 
hand,  it  contributed  nothing  positive  and  probably 
added  to  the  problems  each  person  faced;  indeed, 
it  may  have  delayed  or  prevented  effective  ap- 
proaches to  the  solution  of  their  conflicts. 

In  one  sense,  it  is  misleading  to  talk  about  “the 
drug  problem”  as  if  it  were  an  isolated  phenomenon 
for,  in  fact,  it  is  only  one  aspect  of  young  people’s 
position  in  contemporary  society.  If  drug  taking 
were  not  related  to  current  social  conditions  and 
individuals’  reations  to  them,  it  would  be  much 
easier  to  deal  with.  But  the  issues  are  complex; 
that  is,  drug  taking  means  something. 

FASHIONABLE  ASPECT 

Undoubtedly,  fashion  has  something  to  do  with 
drug  use.  In  some  circles,  and  particularly  among 
the  young,  experience  with  drugs  has  become  a 
kind  of  social  currency,  a source  of  status  and  es- 
teem. It  is  possible,  therefore,  that  if  drug  taking 
were  no  longer  condoned  by  most  young  people, 
the  users,  deprived  of  the  gratification  of  peer  ap- 
proval, would  turn  to  other  (ideally  more  con- 
structive) methods  of  dealing  with  their  personal 
problems. 

But  if  there  were  not  more  fundamental  factors 
at  work,  drug  taking  would  go  the  way  of  goldfish 
swallowing  and  telephone  booth  cramming.  The 
fact  that  drug  taking  is  illegal  reveals  its  function 
as  a form  of  rebellion  and  protest  — and  it  is 
tempting  to  write  it  off  as  such  — that  is,  as  a 
typical  “phase”  of  youth  which  should  be  ignored 
because  its  passing  is  inevitable,  or  treated  with  a 
get-tough  policy.  It  would  be  wrongheaded,  how- 
ever, to  do  so;  young  people’s  rebellion  is  meaning- 
ful to  them,  and  constitutes  both  a response  to  their 
situation  and  a way  of  dealing  with  it.  Furthermore, 
their  judgments  often  are  more  valid  than  older 
generations  care  to  admit. 

On  a personal  level,  young  people  tend  to  suffer 
intense  feelings  of  isolation  and  vulnerability. 
Present-day  American  society  and  its  institutions 
often  exacerbate  these  feelings.  For  example,  the 
mass-produced  is  valued  more,  the  man-made  less 
than  ever;  both  the  government  and  colleges  are 
becoming  larger  and  more  impersonal;  and  the  in- 
dividual’s sense  of  being  insignificant  and  helpless 
is  increasing. 

The  process  of  attaining  skill  in  the  trades  and 
professions  seems  to  them  at  least  uncomfortably 
long  and  sometimes  irrelevant  to  their  future  ac- 
tivities. For  many  members  of  minority  groups  it 
is  impossible.  School  is  the  only  place  most  young 
people  can  be  sent  for  training.  When  school  pro- 
grams are  imaginative,  relevant  to  past  experiences 


and  future  expectations,  and  led  by  teachers  whom 
the  students  can  like  and  respect,  students  partici- 
pate with  enthusiasm.  When  curricula  are  dull, 
teachers  uninspired,  listless,  underpaid  and  over- 
worked, physical  facilities  inadequate,  and  support 
from  parents  and  the  community  lacking,  the  stu- 
dents can  hardly  be  expected  to  be  enthusiastic 
about  their  education. 

Moreover,  young  people  are  keenly  aware  of 
social  injustice,  the  threat  of  nuclear  war,  and  the 
ineffectiveness  or  downright  hypocrisy  of  many  of 
those  in  authority.  They  are  confused  about  au- 
thority, not  clearly  appreciating  that  responsible 
authority  permits  a democracy  to  exist  whereas  ir- 
responsible authority,  or  authoritarianism,  is  de- 
structive of  the  democratic  process.  As  a result  of 
their  confusion  they  often  tend  to  reject  all  au- 
thority. Sometimes  their  criticisms  of  society  be- 
come so  generalized  that  they  reject  most  conven- 
tional values,  refuse  to  participate  in  a system  they 
see  as  pernicious,  and  focus  instead,  with  drugs  as 
their  instrument,  on  their  own  subjective  values 
and  experience;  this  is  the  meaning  of  the  phrase 
turn  on,  tune  in,  drop  out,  (e.  g.,  marijuana  often 
seems  to  them  to  produce  a sense  of  greater  fellow- 
feeling  and  better  communication). 

Because  of  their  psychological  effects,  drugs  tem- 
porarily help  young  people  to  escape  their  feelings 
of  being  alienated,  under  pressure,  and  helpless; 
simultaneously,  the  act  of  drug  taking  places  each 
individual  in  a group  of  kindred  spirits.  He  may 
feel  better  related  to  others  even  as  objective  ob- 
servation shows  him  to  be  even  more  isolate  than 
before. 

Many  young  persons  have  not  had  the  advantage 
of  a family  life  in  which  they  were  trained  for 
responsibility.  One  group  of  young  former  drug 
takers  who  appeared  on  a David  Susskind  show 
agreed  that  if  their  parents  had  been  concerned 
about  them  and  had  been  strict  in  setting  standards 
for  them  to  follow,  the  possibility  of  their  becom- 
ing dependent  on  druys  would  have  been  decreased. 
In  their  discussion  they  formulated  the  principle 
that  concern  without  discipline  is  of  little  value 
and  discipline  by  parents  who  do  not  really  care 
about  their  children  is  useless. 

Drug  use  and  its  associated  forms  of  behavior 
have  certain  built-in  limitations.  They  provide  little 
permanent  satisfaction  Short-range  satisfaction  is 
derived  from  peer  group  approval  and  publicity 
Moreover,  the  overzealous  (and  sometimes  blatantly 
wrong)  activity  of  some  law  enforcement  officials 
serves  as  justification  or  “proof”  of  the  rightness 
of  their  own  positions.  The  exaggerated  concern 
accorded  them  by  their  frustrated  and  bewildered 
critics  may  encourage  them  to  persist  with  their 
self-defeating  activities  longer  than  they  otherwise 
(Continued  on  next  page) 
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would  prefer.  Since  most  of  them  seem  to  have  no 
fixed  income  other  than  what  they  get  from  their 
families,  and  are  not  developing  a capacity  for 
responsible  employment,  they  may  ultimately  tire 
of  their  vagabond  existence.  There  is  considerable 
evidence  that  many  young  people  toy  with  various 
forms  of  asocial  or  antisocial  behavior  only  to  re- 
turn to  more  responsible  modes  of  living,  often 
with  strong  dedication  to  the  righting  of  social 
wrongs. 

The  methods  by  w'hich  alienated  young  people 
choose  to  show  their  disdain  for  conventional  values 
make  rational  thinking  about  their  behavior  diffi- 
cult for  older  people.  Whereas  the  young  usually 
put  high  priority  on  love,  peace,  idealism,  and  sim- 
ilar attributes,  their  appearance  and  behavior  often 
seem  to  be  peculiarly  designed  to  attract  criticism. 
Long  hair,  outlandish  fashions,  lack  of  cleanliness, 
sexual  laxity,  disrespect  for  personal  and  public 
property,  and  a manner  which  appears  arrogant  and 
impulse-ridden  frequently  accompany  experimenta- 
tion with  drugs.  Irritation  with  specific  forms  of 
disapproved  behavior  tends  to  divert  attention  from 
the  fundamental  problem,  i.e.,  the  dissatisfaction 
of  these  people  with  the  values  they  observe  and 
their  subsequent  alienation,  and  direct  it  toward 
changing  or  forbidding  the  behavior  considered  un- 
desirable. Attention  to  the  reasons  for  alienation 
and  disenchantment,  if  it  is  to  be  effective,  must 
include  respect  for  the  individuals  involved,  and 
tolerance  (but  not  necessarily  approval)  for  their 
behavior. 

THE  PHYSICIAN'S  ROLE 

In  their  desire  to  express  themselves  the  majority 
find  satisfaction  in  their  studies,  their  school  as- 
sociations, and  the  support  they  get  from  their 
families  and  friends.  Others  not  so  fortunately  sit- 
uated cannot  resolve  their  conflicts  (usually  they 
are  not  even  aware  of  what  the  conflicts  are)  and 
express  themselves  in  delinquent  acts,  or  poorly 
controlled  impulse  expression,  or  by  showing  no 
sense  of  social  responsibility  (or  any  combination 
of  these).  An  even  more  serious  result  of  the  fail- 
ure to  develop  a way  of  life  that  yields  satisfaction 
is  the  development  of  mental  or  emotional  illness. 
A new  and  disturbing  aspect  of  hallucinogenic 
drugs  is  that  they  may  permanently  impair  the 
judgment  of  people  who  experiment  with  them. 
These  potentially  capable  young  men  and  women 
could  thus  become  permanent  casualties  of  their 
struggle  to  give  meaning  to  their  existence,  and 
we  should  find  methods  of  preventing  such  a dis- 
aster if  possible.  Physicians  are  in  a particularly 
good  position  to  help  educators  develop  such  meth- 
ods and  should,  therefore,  acquaint  themselves  with 
the  issues  involved. 

If  we  approach  the  solution  of  the  drug  problem 
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with  single-minded  determination  to  eliminate  the 
drugs,  or  prevent  their  use  by  young  people,  we 
run  the  risk  of  adding  to  our  difficulties  rather 
than  minimizing  them.  Drugs  should  be  viewed  as 
an  incidental  factor,  considered  in  the  same  class 
as  other  forms  of  “acting-out”  behavior  (disrespect 
for  property,  acting  on  impulse,  accident  proneness, 
delinquency),  and  not  as  the  central  problem.  This 
does  not  lessen  the  importance  of  appropriate  laws 
for  the  control  of  potentially  harmful  drugs  and 
support  of  law  enforcement  agencies.  | In  showing 
such  support,  however,  the  physician  should  not 
be  the  punitive  agent,  thus  depriving  troubled  peo- 
ple, who  happen  to  use  drugs  as  one  of  their  at- 
tempts to  deal  with  their  conflicts,  of  one  of  their 
sources  of  effective  help.  j 

The  American  Medical  Association,  through  its 
Committee  on  Alcohol  and  Drug  Dependence  and 
the  Council  on  Mental  Health,  has  prepared  a 
series  of  statements  on  all  the  drugs  about  which 
medical  authorities  are  concerned. 

Those  on  narcotics,6  barbiturates,7  ampheta- 
mines,8 marijuana,9  and  LSD1  have  been  published 
in  JAMA.  An  extensive  monograph  on  alcoholism 
and  a summarizing  statement  for  the  general  public 
about  the  drug  problem  have  been  published  sep- 
arately. 

Armed  with  the  information  contained  in  these 
publications,  very  physician  can  be  of  inestimable 
help  to  educators,  law  enforcement  officials,  clergy- 
men, parents,  leaders  of  young  people’s  organiza- 
tions, and  others  in  each  community  who  have  a 
responsibility  for  keeping  drug  usage  within  rea- 
sonable and  appropriate  limits.  Success  in  such  an 
endeavor  will  depend  to  a large  extent  on  gaining 
the  understanding  and  support  of  the  vast  majority 
of  young  people  who  are  interested  in  approaching 
the  solution  of  problems  facing  them  in  sound  and 
intelligent  ways.  Giving  them  the  facts  in  terms 
that  can  be  clearly  understood,  without  moralizing, 
in  combination  with  efficient  enforcement  of  the 
laws  covering  distribution  of  these  drugs,  appears 
to  be  our  most  important  weapon. 
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Congenital  Pulmonary  Arteriovenous  Fistula: 
Surgical  Considerations* 


Surgical  Excision  Is  Treatment  Of 
Choice  And  Generally  Gives  Good 
Results. 

Pulmonary  arteriovenous  fistula  is  a rare  con- 
genital anomaly,  characterized  by  connections,  usu- 
ally multiple,  between  the  pulmonary  arterial  and 
venous  systems  within  the  substance  of  the  lung. 
This  arrangement  allows  a right-to-left  shunt  char- 
acterized by  cyanosis  and  possibly  by  a continuous 
murmur.  Symptoms  vary  according  to  the  number 
of  connections  and  magnitude  of  the  shunt.  A num- 
ber of  terms  have  been  applied  to  such  congenital 
shunts  including,  ‘‘pulmonary  arteriovenous  aneu- 
rysm,” “arteriovenous  fistulas,”  and  “cavernous 
hemangioma  of  the  lung.”  Recent  advancements  in 
diagnostic  technics  have  made  it  possible  to  recog- 
nize congenital  pulmonary  arteriovenous  fistula 
more  frequently  and  more  accurately.  This  report 
details  our  experience  with  four  patients  with  pul- 
monary arteriovenous  fistula. 

CASE  REPORTS 

Case  A ro.  1:  In  1952  this  27-year-old  negro 
female  was  seen  by  her  physician  for  severe  epis- 
taxis  that  required  nasal  packing.  She  had  had 
rheumatic  heart  disease  and  frequent  episodes  of 
epistaxis  for  several  years.  Hemoglobin  was  13  gm. 
Roentgenogram  of  the  chest  revealed  an  ill-defined 
irregular  density  involving  the  right  base  and  car- 
diophrenic  angle.  The  possibility  of  arteriovenous 
fistula  of  the  lung  was  raised  on  the  basis  of  this 
film.  In  July  1954  when  she  was  6 months  pregnant, 
the  patient  was  admitted  to  the  hospital  with  a 
complaint  of  sudden  onset  of  severe,  sharp  pain  on 
the  right  side  of  the  chest.  This  became  more  se- 
vere on  breathing  and  coughing.  Examination  re- 
vealed findings  compatible  with  mitral  stenosis,  mi- 
tral insufficiency,  and  right  pleural  effusion.  Hema- 
globin  was  6.8  gm.  and  hematocrit  24  per  cent. 
Roentgenogram  of  the  chest  revealed  cardiomegaly 
and  a large  amount  of  fluid  in  the  right  pleural 
space  obscuring  the  lower  half  of  the  right  lung 
field.  Several  thoracenteses  were  performed  for  re- 
current right  pleural  effusion,  and  moderate 
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amounts  of  dark  fluid  were  aspirated.  Evacuation 
of  this  fluid  made  it  possible  to  hear  a loud  bruit 
in  the  right  side  of  the  chest.  A clinical  diagnosis 
of  ruptured  arteriovenous  fistula  of  the  lung  was 
made. 

On  September  5,  1964  the  patient  delivered  a 
premature  baby.  Cardiac  catherization  revealed  a 
systemic  arterial  oxygen  saturation  of  82  per  cent. 
Angiocardiogram  revealed  a large  arteriovenous  fis- 
tula of  the  right  lower  lobe.  The  patient  was  given 
transfusions  which  raised  her  hemoglobin  to  1 1 .8 
gm.  and  hematocrit  to  38  per  cent.  On  September 
26,  1954,  a segmental  resection  of  the  antero-basal 
segment  of  the  right  lower  lobe  was  performed.  An 
old  hematoma  was  evacuated  and  a decortication 
done.  Pathologic  diagnosis  was  arteriovenous  fistula 
with  thrombosis.  Her  recovery  was  uneventful. 

Case  No.  2:  This  31 -year-old  white  female  was 
admitted  with  a two  month  history  of  frequent  epi- 
sodes of  epistaxis.  Examination  revealed  cyanosis 
and  early  clubbing  of  the  fingers  and  toes,  w'th 
telangiectasia  of  the  buccal  and  nasal  mucosa.  There 
was  a systolic  murmur  over  the  right  upper  chest. 
Roentgen  examination  of  the  chest  revealed  a dense, 
irregular  shadow  in  the  right  upper  lobe.  Hemo- 
globin was  14.7  gm.  The  angiocardiogram  revealed 
a large  arteriovenous  malformation  of  the  right  up- 
per lobe.  In  April  1954,  a right  upper  lobectomy 
was  performed,  and  the  diagnosis  of  arteriovenous 
fistula  was  confirmed  by  pathologic  examination. 
She  recovered  without  complications. 

Case  A Jo.  3:  In  September  1963  this  18-year-old 
white  male  was  seen  by  his  local  physician  with  a 
history  of  cough  of  two  months’  duration.  He  was 
(Continued  on  next  page) 
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moderately  cyanotic.  Roentgenogram  of  the  chest 
revealed  infiltration  of  the  right  upper  lobe.  On  the 
basis  of  a positive  skin  test  for  histoplasmosis  he 
was  treated  for  a short  period  of  time  with  ampho- 
thericin  B without  any  improvement.  He  was  re- 
ferred to  the  St.  Luke's  Hospital  for  further  evalu- 
ation. On  admission  he  was  a well-developed,  well- 
nourished  male  who  was  plethoric,  had  moderate 
cyanosis  of  the  lips  and  nail-beds,  and  had  clubbing 
of  the  fingers.  A Grade  II/IV  systolic  murmur  was 
heard  between  the  vertebral  column  and  the  right 
scapula.  Hemoglobin  was  18  gm.,  and  hematocrit  56 
per  cent.  Roentgenogram  of  the  chest  showed  fibro- 
calcific  infiltration  of  the  right  upper  lobe.  Cardiac 
catheterization  revealed  a right  to  left  shunt  with 
systemic  peripheral  oxygen  saturation  of  86  per 
cent  at  rest,  71  per  cent  after  exercise,  and  92  per 
cent  after  breathing  100  per  cent  of  oxygen.  A clin- 
ical diagnosis  of  congenital  arteriovenous  fistula  of 
the  lung  was  made.  In  October  1963  a right  upper 
lobectomy  was  performed.  The  pathologic  report 
was  congenital  carvernous  arteriovenous  fistula  of 
the  right  upper  lobe  with  non-specific  chronic  gran- 
ulation of  the  hilar  nodes.  The  patient  tolerated  the 
operation  well,  and  his  postoperative  recovery  was 
uneventful. 

Case  No.  4:  This  two-and-a-half-year-old  white 
male  was  referred  to  the  Texas  Children's  Hospital 
with  a history  of  cyanosis  and  syncopal  episodes  on 
crying  beginning  at  the  age  of  7 months.  Since  the 
age  of  two  years  he  had  had  frequent  episodes  of 
respirator)"  infection.  There  was  a family  history 
of  hemangiomatous  lesions  of  the  lips  and  frequent 
episodes  of  epistaxis  in  the  father  and  paternal 
grandfather. 


Fig.  1A 


Fig.  1 Posteroanterior  (a)  and  lateral  (b)  roentgeno- 
gram of  Chest  in  a two  and  one  half  year  old  boy 


Examination  revealed  a well-developed  and  well- 
nourished  child  with  cyanosis  of  the  lips  and  nail 
beds.  A Grade  II/IV  continuous  murmur  was  heard 
over  the  upper  anterior  aspect  of  the  left  chest  wall 
and  between  the  scapula  and  the  vertebral  body. 
Hemoglobin  was  15.7  gm.  and  hematocrit  was  12 
per  cent.  Chest  x-ray  study  showed  an  opacity  in 
the  left  upper  lobe  (Fig.  1).  Cardiac  catherization 
revealed  a systemic  oxygen  saturation  of  79  per 
cent  and  a large  right  to  left  shunt  with  pulmonary 
recirculation.  Cinecardioangiogram  showed  a large 
arteriovenous  fistula  of  the  left  upper  lobe  (Fig.  2). 

Left  upper  lobectomy  was  performed  on  July  13, 
1965  for  cavernous  hemangioma  of  the  left  upper 
lobe  which  was  densely  adherent  to  the  anterior  and 
lateral  aspect  of  the  adjacent  left  hemithorax.  The 
clinical  diagnosis  was  confirmed  by  histological  sec- 
tion. His  postoperative  course  was  uneventful  (Fig. 
3). 

DISCUSSION 

Pulmonary  arteriovenous  fistula  was  recognized 
first  at  autopsy  by  Churton5  in  1897,  and  then  by 
Wilkens33  in  1918.  The  first  known  antemortem  di- 
agnosis of  pulmonary  arteriovenous  fistula  was  made 
in  1939  by  Smith  and  Horton.28  Hepburon  and. 
Dauphinee14  in  1942  described  the  first  successful 
surgical  excision.  Since  then  over  two  hundred  cases 
have  been  reported  in  the  literature.20 

Pulmonary  arteriovenous  fistula  may  be  a mani- 


Fig.  IB 


with  arteriovenous  fistula.  Note  opacity  in  the  left 
upper  lobe. 
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festation  of  the  congenital  disorder  described  in 
1896, 24  Osier  in  1901, 23  and  Weber  in  19  0 7, 32  called 
“hereditary  hemorrhagic  telangiectasia"  or  <lRendu- 


Fig.  2B. 


Fig.  2.  Anteroposterior  (a)  and  lateral  (b)  cineangio- 
cardiogram  with  contrast  material  injected  via  catheter 
in  pulmonary  artery.  Note  large  arteriovenous  fistula 
of  the  left  upper  lobe. 


Osler-Weber  disease.”  Criteria  for  diagnosis  of  this 
disease  include  a definite  history  of  hereditary  te- 
langiectasia and  a tendency  to  bleed  from  these  le- 
sions. A definite  familial  history  of  telangiectasia 
has  been  found  in  about  15  per  cent  of  reported 
cases  of  pulmonary  arteriovenous  fistula.9  11 20  Te- 
langiectasia, the  most  common  vascular  abnormal- 
ity, occurs  usually  on  the  skin  or  mucous  mem- 
branes, but  it  may  also  involve  the  viscera.2  3 13  20 
The  occurrence  of  telangiectasia  of  the  skin  or  vis- 
ible mucous  membranes  in  approximately  one-third 
to  one-half  of  the  cases  with  pulmonary  arteriove- 
nous fistula  strongly  suggests  that  the  pulmonary 
lesion  represents  merely  a localized  manifesta- 
tion of  a more  generalized  capillary  abnormal- 
ity.6 7 20  This  feature  has  been  so  common  that  in 
many  reported  cases  attention  has  been  called  to 
the  fact  that  pulmonary  arteriovenous  fistula  ap- 
pears to  be  a manifestation  of  hereditary  hemor- 
rhagic telangiectasia.  10  18  22  26 

Clinical  manifestations  of  pulmonary  arteriove- 
nous fistula  are  variable  and  depend  upon  the  lo- 
cation and  size  of  the  vascular  abnormality.  Symp- 
toms and  signs  usually  include  cyanosis,  clubbing 
of  the  fingers  and  toes,  and  exertional  dyspnea.  A 
round  or  lobulated  density  is  seen  in  the  lung  in 
roentgenograms.  Symptoms  usually  appear  in  the 
third  decade  of  life,  but  may  occur  in  childhood 
in  about  20-30  per  cent  of  the  cases.20  Cyanosis  is 
often  the  first  symptom  to  appear  and  is  followed 
by  clubbing  of  the  fingers  and  toes.  Cyanosis  and 
clubbing  reflect  arterial  oxygen  desaturation  and 
(Continued  on  next  page) 


Fig.  3 Roentgenogram  of  Chest  7 days  after  left  up- 
per lobectomy.  Uneventful  recovery. 


CONGENITAL  PULMONARY  ARTERIOVENOUS  FISTULA 


185 


are  present  in  approximately  75  per  cent  of  the 
cases.8  The  degree  of  cyanosis  depends  upon  the 
magnitude  of  arterial  oxygen  unsaturation  caused 
by  the  right  to  left  shunt,  and  upon  the  level  of 
hemoglobin.  Arterial  oxygen  saturation  usually  va- 
ries between  74  to  92  per  cent  but  has  been  re- 
ported as  low  as  57  per  cent.20  Hypoxemia  stimu- 
lates erythropoiesis,  and  a compensatory  polycythe- 
mia develops  due  mainly  to  a rise  of  cellular 
mass.11  12  25  Occasionally,  in  spite  of  a large  shunt, 
compensatory  polycythemia  may  not  be  present. 
This  may  be  the  case  if  there  is  secondary  anemia 
caused  by  bleeding  from  talangietatic  lesions. 

Heart  sounds  are  normal  unless  some  other  con- 
genital cardiac  malformations  are  present.  A mur- 
mur is  commonly  heard  over  the  fistula  and  may 
be  associated  with  a palpable  systolic  thrill  if  the 
shunt  is  large  and  located  in  the  periphery  of  the 
lung.  The  murmur  is  usually  continuous  with  maxi- 
mal intensity  in  late  systole  and  early  diastole,  but 
may  be  heard  only  in  systole.  It  is  generally  loudest 
on  deep  inspiration  and  barely  audible  on  expira- 
tion. 

Roentgenographic  findings  of  arteriovenous  fis- 
tula of  the  lung  depend  upon  the  size  of  the  lesion 
and  its  location.  In  the  reported  cases  attention  has 
been  called  to  the  fact  that  most  fistulae  occur  in 
the  lower  lobes,  especially  on  the  right  side.20  More 
than  one  lesion  may  be  present.1  6 Fluoroscopy  of 
the  chest  may  reveal  pulsation  of  the  arteriovenous 
fistula,  and  occasionally  variation  in  its  size  coin- 
cides with  respiratory  movements.  On  the  Valsalva 
maneuver  (expiration  against  a closed  glottis)  the 
size  of  the  lesion  may  decrease,  and  conversely  in 
the  Muller  test  (inspiration  against  a closed  glottis) 
the  pulmonary  shadow  may  enlarge.  Lindgren10  was 
the  first  to  describe  the  classical  roentologic  find- 
ings of  pulmonary  arteriovenous  fistula.  These  in- 
clude broad  bands  or  ribbon-like  densities  connect- 
ing the  hilar  vessels  to  a lobulated  mass  peripher- 
ally. The  ribbon-like  densities  are  distended  af- 
ferent and  efferent  veins.  These  vessels  usually  lie 
in  a different  plane.  The  pulmonary  AY  fistula 
itself  is  often  the  most  distended  part  and  is  usually 
seen  as  a rounded  or  lobulated  density.  Calcifica- 
tion of  the  AV  fistula  is  rarely  seen.27 

The  two  special  roentographic  studies  which  offer 
the  greatest  aid  in  diagnosis  are  laminographv  and 
angiocardiography.  Laminographv  may  suggest  the 
vascular  nature  of  the  lesion.10  19  27  Angiocardio- 
graphy conclusively  establishes  the  existence  of  the 
pulmonary  arteriovenous  fistula.29  30  The  angio- 
cardiogram usually  confirms  the  vascular  nature 
of  the  lesions  and  demonstrates  the  connections  be- 
tween the  pulmonary  artery  and  veins.  Occasionally 
when  the  AV  fistula  is  minute,  it  may  not  be  dem- 
onstrated by  angiocardiography.6  29  The  size  of  the 


heart  is  usually  nosmal  except  where  there  are  other 
cardiac  malformations.20 

Complications  of  untreated  pulmonary  artero- 
venous  fistulae  include  the  following:  1)  Intra- 
pleural hemorrhage  which  may  obscure  the  roent- 
genographic diagnosis  of  arteriovenous  fistula  of 
the  lung.20  21  (case  Xo.  1);  2)Pulmonary  paren- 
chymal hemorrhage;16  20  21  3)  Cerebral  emboli  and 
brain  abscess  due  to  passage  of  emboli  from  the 
periphery  through  the  fistula:4 17  21  4)  Cerebral 
thrombosis  secondary  to  polycythemia;8 17  5)  Im- 
pairment of  cerebral  function  manifest  by  head- 
aches, impairment  of  speech,  syncope,  transient 
paresthesia,  or  paralysis  of  one  side  of  the  body. 
(These  are  probably  secondary  to  chronic  hypoxe- 
mia).27 and  6)  Cardiac  decompensation.8 

Pulmonary  arteriovenous  fistula  must  be  dif- 
ferentiated from  cyanotic  congenital  heart  disease, 
particularly  the  tetralogy  of  Fallot  and  Eisenme- 
ger  complex  with  right  to  left  shunt.  The  correct 
diagnosis  can  be  made  by  cardiac  catheterization 
and  angiocardiography. 

Follow-up  of  pulmonary  arteriovenous  fistulae 
shows  numerous  complications  and  a high  mortality 
rate  in  untreated  cases.31 21  It  is  our  belief  that 
large  pulmonary  arteriovenous  fistulae  should  be 
excised  unless  surgical  risk  is  prohibitive.  Surgical 
treatment  may  be  withheld  if  other  fistulae,  partic- 
ularly of  moderate  size,  are  demonstrated  by  angio- 
graphy. Obviously  each  case  should  be  decided 
upon  its  individual  features.  The  ideal  patient  for 
surgical  treatment  has  a single  large  pulmonary  ar- 
teriovenous fistula  located  in  the  periphery.  Sur- 
gical treatment  may  vary  from  simple  excision  to 
segmented  resection  or  lobectomy  depending  on  the 
location  and  size  of  the  lesion. 

SUMMARY 

Pulmonary  arteriovenous  fistula  is  a congenital 
lesion  with  a right-to-left  extracardiac  shunt.  They 
are  frequently  multiple  and  may  be  a manifesta- 
tion of  Rendu-Osler-Weber  disease.  Diagnosis  is 
based  upon  the  presence  of  hyanosis,  telangieltasia 
of  skin  and  mucosa,  clubbing  of  the  digits,  a con- 
tinuous or  systolic  murmur  over  the  lung,  and  a 
round  or  lobulated  density  on  thoracic  roentgeno- 
grams. The  vascular  nature  of  the  lesion  is  best 
demonstrated  by  angiocardiography.  Surgical  exci- 
sion is  the  treatment  of  choice  for  a single  large 
pulmonary  arteriovenous  fistula.  Excellent  results 
can  be  anticipated  as  in  the  four  patients  in  this 
report. 

REFERENCES 

1 Alexander,  L.  L.,  and  Harrington,  L.  A.:  Multiple 

arteriovenous  fistulas  of  lung.  New  York  J.  Med 

55:2807,  1955. 


186 


RHODE  ISLAND  MEDICAL  JOURNAL 


^Boston,  N. : Gastric  hemorrhage  due  to  familial  te- 
langiectasia. Am.  J.  M.  Sc.  180:798,  1930. 

3Bowers,  W.  F. : Rupture  of  visceral  hemangioma  as 
cause  of  death  with  report  of  case  of  pulmonary 
hemangioma.  Nebraska  J.  M.  21 :55,  1936. 

4Chambers,  W.  R. : Brain  abscess  associate  with  pul- 
monary arteriovenous  fistula.  Ann.  Surg.  141  :276, 
1955. 

5Churton,  T. : Multiple  aneurysm  of  pulmonary  ar- 
tery. Brit.  M.  J.  1:1223,  1897. 

6Cooley,  D.  A.,  and  McNamara,  D.  G. : Pulmonary 
telangiectasia,  A report  of  a case  proved  by  pul- 
monary biopsy.  J.  Thorac.  Surg.  27 :614,  1954. 

7Foley,  R.  E.,  and  Boyd,  D.  P. : Pulmonary  arterio- 
venous aneurysm.  Surg.  Clin.  N.  Am.  41  :801,  1961. 

8Foley,  R.  E.,  and  Boyd,  D.  P. : Arteriovenous  fistula 
of  the  lung.  Dis.  of  Chest  35  :422,  1959. 

9Glenn,  F.,  Harrison,  C.  G.,  and  Steinberg,  I. : Pul- 
monary arteriovenous  fistula  occurring  in  siblings. 
Report  of  2 cases.  Ann.  Surg.  138:886,  1953. 

19Goldman,  A. : Arteriovenous  fistula  of  lung,  its  he- 
reditary and  clinical  aspects.  Am.  Rev.  Tuberc. 
57:266,  1948. 

^Goldman,  A.:  Pulmonary  arteriovenous  fistula  sec- 
ondary polycythemia  occurring  in  two  brothers.  J. 
Lab.  & Cline  Med.  32:330,  1947. 

12Goldman,  A. : Cavenous  hemangioma  of  the  lung : 
Secondary  polycythemia.  Dis.  Chest  9 :479,  1943. 

13Grung,  P. : Telangiectasia  hemorrhagia  hereditaria 
osier  with  arteriovenous  aneurysm  of  the  lung  and 
with  hepatosplenomegaly.  Act.  Med.  Scandinav. 
150:95,  1954. 

14Hepburn,  J.,  and  Dauphinee,  J.  A.:  Successful  re- 
moval of  hemangioma  of  the  lung  followed  by  dis- 
appearance of  polycythemia.  Am.  J.  Med.  204:681, 
1942. 

15Heyde,  E.  C. : Hereditary  hemorrhagic  telangiecta- 
sia : Report  of  pulmonary  arteriovenous  fistula  in  a 
mother  and  son.  Medical  (Hormonal)  and  surgical 
therapy  of  this  disease.  Ann.  Int.  Med.  41  :1042,  1954. 

16Israel,  H.  L.,  and  Gosfield  E.  Jr.:  Fatal  hemoptysis 
from  pulmonary  arteriovenous  fistula.  J.A.M.A. 
152:40,  1953. 

17Leroux,  B.  T. : Pulmonary  arteriovenous  fistula. 
Quart.  J.  Med.  28:1,  1959.' 

18Lindgren,  F. : Roentgen  diagnosis  of  arteriovenous 
aneurysm  of  the  lung.  Acta  Radiol.  27 :585,  1946. 

13Ludin,  H. : Tomographic  analysis  of  arteriovenous 
aneurysms  in  the  lung.  Acta.  Radiol.  28:205,  1952. 

20Moyer,  J.  H.,  Glantz,  G.,  Brest,  A.N. : Pulmonary 
arteriovenous  fistulas.  Am.  J.  Med.  32:417,  1962. 

21Muri,  J.  W. : Arteriovenous  aneurysm  of  the  lung. 
Am.  J.  Surg.  89:265,  1955. 

22Muyers,  J.  H.,  and  Ackerman,  A.  J.:  Hereditary 
telangiectasia  associated  with  pulmonary  arteriove- 
nous fistula  in  two  members  of  a family.  Ann.  Int. 
Med.  29:775,  1948. 

230sler,  W. : A family  form  of  recurring  epistaxis  as- 
sociated with  multiple  telangiectases  of  the  skin 
and  mucous  membranes.  Bull.  Johns  Hopkins  Hosp. 
11:333,  1901. 

24Rendu:  Epistaxis  repetees  ches  un  sujet  porteur  de 
petite  angiomes  cutanes  et  muqueux.  Bull.  Et  Mem. 
Soc.  Med.  d.  Hop.  de  Paris  210 :76,  1945. 

25Rodes,  C.  B. : Cavernous  hemangiomas  of  the  lung 
with  secondary  polycythemia.  J.A.M.A.  110:1914,  1938. 

26Rundles,  W.  R. : Hemorrhagic  telangiectasia  with 
pulmonary  artery  aneurysm.  Case  Report.  Am.  J.  M. 
Sc.  210:76,  1945. 

27Sluan,  R.  D„  and  Cooley,  R.  N. : Congenital  pulmo- 
nary arteriovenous  aneurysm.  Am.  J.  Roentgenol. 
70-1:83,  1953. 


28Smith,  H.  L.,  and  Horton,  B.  I. : Arteriovenous  fis- 
tula of  the  lung  associated  with  polycythemia,  Am. 
Heart  J.  18:589,  1939. 

29Steinberg,  I.  and  Finby,  N. : Roentgen  manifesta- 
tions of  pulmonary  arteriovenous  fistula.  Am.  J. 
Roentgenol.  78  :234,  1957. 

30Steinberg,  I.  and  Finby,  N. : Clinical  and  angiocar- 
diographic features  of  congenital  anomalies  of  pul- 
monary circulation.  A classification  and  review.  An- 
giology  7 :378,  1956. 

3IStringer,  O.  J.,  Stanley,  A.  L.,  iBates,  R.  G..  and 
Summers,  J.  E. : Pulmonary  arteriovenous  fistula. 
Am.  J.  Surg.  89:1054,  1955.  ? 

32Weber,  F.  P. : Multiple  hereditary  developmental 
angiomata  (telangiectases)  of  the  skin  and  mucous 
membranes  associated  with  recurring  hemorrhages. 
Lancet  2:160,  1907. 

33Wilkens,  G.  D. : Ein  fall  von  multiplen  pulmonalis- 
aneurysmen.  Beitr.  Z.  Klin  Tuberk.  38:1,  1918. 


James  J.  Yashar,  M.D. 
206  Waterman  Street 
Providence,  R.I.  02906 


MEDICO-SOCIAL  ASPECTS  OF 
MARIJUANA 

(Concluded  from  Page  178) 

20Anslinger,  H.  J.,  and  Oursler,  W. : The  Murderers. 
Farrar,  Straus  and  Cudahy,  New  York,  1961 

21Dorland's  Illustrated  Medical  Dictionary.  Twenty- 
Fourth  Edition.  W.  B.  Saunders  Company,  Phila- 
delphia, 1965 

22White  House  Conference  on  Narcotics  and  Drug 
Abuse  — Proceedings,  September  27-28,  1962.  Gov- 
ernment Printing  Office,  Washington,  D.C. 

23Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacolo- 
gical Basis  of  Therapeutics.  Third  Edition.  The  Mac- 
millan Company,  New  York,  1965 

24B'all,  J.  C.,  and  Chambers,  C.  D. : “Marijuana  Smok- 
ing as  Precursor  of  Opiate  Addiction.’’  Given  at  the 
Annual  Meeting  of  the  American  Sociological  Asso- 
ciation, San  Francisco,  August  28-31,  1967 

25Evaluation  of  Dependence-Producing  Drugs  : Report 
of  a WHO'  Scientific  Group.  WHO  Technical  Re- 
port Series  #287,  Geneva,  1964. 

26Blumer,  H.  The  World  of  Youthful  Drug  Use.  Uni- 
versity of  California  (Berkeley),  1967 

27Murphy,  H.  B.  M. : The  Cannabis  Habit.  A Review 
of  Recent  Psychiatric  Literature.  Bull.  Narcotics 
15:15,  1963 

28Andrade,  O.  M. : The  Criminogenic  Action  of  Can- 
nabis (Marijuana)  and  Narcotics.  Bull.  Narcotics 
14(4) : 23,  1962 

29McBroom,  P. : The  Pot  Boils.  Science  News.  92:369, 
1967 


TWO  SENTENCE  ESSAY 

American  Youth  alone  in  the  world  can’t  reproach 
its  elders  much.  It  has  inherited  from  them  a well- 
functioning  social  and  economic  system  (which  can 
still  be  improved,  of  course,  but  has  no  need  to  be 
destroyed  first),  wealth,  freedom,  and  one  enor- 
mous luxury  that  is  severely  forbidden  others  (for 
example,  Communist)  societies;  namely,  permis- 
sion to  be  contemptuous  of  one’s  elders. 

. . . Leopold  Tyrmand,  A Reporter  at  Large, 
American  Diary,  The  New  Yorker  Maga- 
zine, Nov.  11,  1967 
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Abortion  Policies  and  Laics 

Change;  Massive  Heart  Disease 

Prevention  Studies  Launched; 
World  Famine  Called  Possibility. 

The  medical  year  1967  was  marked  by  increasing 
attention  to  public  health  problems.  Heart  disease, 
chronic  non-tuberculous  lung  disease,  abortion,  al- 
coholism, and  drug  abuse  have  been  identified  as 
outstanding  U.S.  public  health  problems. 

In  the  “third  world”  of  nations  striving  to  make 
the  step  from  agricultural  to  industrial  economies, 
technology  has  not  yet  been  able  to  displace  malnu- 
trition and  infectious  disease  as  the  major  causes 
of  morbidity  and  mortality,  although  it  has  con- 
trolled disease  well  enough  to  upset  the  balance 
between  death  and  population  growth  rates.  Many 
nations  of  the  third  world  were  experiencing  almost 
perpendicular  ascents  of  population  growth  in  1967. 
Thev  were  contributing  most  of  the  increase  that 
is  expected  to  bring  about  a doubling  of  present 
world  population  by  the  year  2000  and  possible 
worldwide  famine  by  the  1990’s. 

Also  reported  during  the  year  were:  new  devel- 
opments in  the  field  of  artificial  and  transplanted 
internal  organs;  some  successes  in  vaccine  develop- 
ment and  hints  of  new  biochemical  weapons  against 
viral  diseases;  continued  follow-up  of  promising 
leads  in  the  mystery  of  cancer;  the  opening  of  five 
new  medical  schools;  and,  a Nobel  Prize  in  Med- 
icine or  Physiology  for  two  American  scientists. 

THE  WORLD  FOOD  PROBLEM 

In  May,  1967,  the  President’s  Science  Advisory 
Committee  published  ‘‘The  World  Food  Problem,’ 
a three-volume  report  on  a year-long  study.  Among 
the  basic  conclusions  of  the  Committee’s  Panel  on 
the  World  Food  Supply  were: 

“(1)  The  scale,  severity  and  duration  of  the 
world  food  problem  are  so  great  that  a massive, 
long-range,  innovative  effort  unprecedented  in  hu- 
man history  will  be  required  to  master  it. 

“(2)  The  solution  of  the  problem  that  will  exist 
after  1985  demands  that  programs  of  popula- 
tion control  be  initiated  now.  For  the  immediate 
future,  the  food  supply  is  critical.’ 


^Prepared  from  a summary  released  by  the  Ameri- 
can Medical  Association. 


1967 

The  problem  of  food  shortage  is  expected  to  oc- 
cur between  1967  and  1985,  before  programs  of 
family  planning  can  be  expected  to  ameliorate  the 
shortage  of  reducing  world  population  growth.  Re- 
garding the  imperative  necessity  of  reducing  popu- 
lation growth,  the  Panel  report  stated: 

“To  avoid  a continued  worsening  of  the  popula- 
tion-food situation  during  the  years  beyond  1985, 
that  may  even  reach  an  economically  or  ecological- 
ly irreversible  state  of  imbalance . . . the  Panel  is 
unanimous  in  supporting  and  urging,  in  the  strong- 
est terms,  continuing  and  increasing  emphasis  upon 
research,  technical  assistance,  and  capital  funding 
in  family  planning.’ 

The  interdependence  of  family  planning  pro- 
grams for  improving  nutrition  were  recognized. 
Paradoxically,  solution  of  the  world  food  supply 
problem  cannot  succeed  in  the  long  run  without 
successful  family  planning  programs;  but  success- 
ful family  planning  programs  cannot  be  mounted 
unless  nutrition,  especially  infant  and  child  nutri- 
tion, is  improved  dramatically  within  the  next  two 
critical  decades. 

The  anomaly  hinges  upon  infant  and  child  mor- 
tality, which  is  appallingly  high  in  the  malnou- 
rished infants  of  the  developing  nations.  Malnutri- 
tion, especially  deficiency  in  protein,  by  itself  or 
in  company  with  various  diseases,  is  one  of  the 
greatest  child  killers  in  the  world.  One  of  the  ap- 
parent results  of  high  child  mortality  is  the  desire 
of  married  couples  in  developing  nations  to  pro- 
duce relatively  large  numbers  of  children  in  order 
to  assure  that  some  will  live  to  maturity. 

“If  we  assume,”  the  report  continues,  “the  ne- 
cessary preconditions  for  reducing  fertility  rates  in 
the  developing  countries  are  low  infant  and  child 
mortality  and  a public  awareness  that  mortality  is 
low,  then  we  have  the  apparent  paradox  that  a re- 
duction in  childhood  mortality  will  reduce  rather 
than  raise  the  rate  of  population  growth.  . . . avail- 
ability and  efficacy  of  pills,  intra-uterine  devices 
and  other  technical  means  for  birth  control  are 
largely  irrelevant  until  couples  have  secured  the 
desired  number  of  living  children." 

HUMAN  REPRODUCTION 

Indications  are  that  a “second  generat:on”of  con- 
traceptive drugs,  emphasizing  long-term  antifertil- 
ity, is  on  the  horizon. 

Significant  changes  in  state  laws  concerning  the- 
rapeutic abortion  were  seen  during  the  year,  ac- 
companied by  indications  of  liberalizing  attitudes 
toward  pregnancy  termination  for  medical  reasons. 

The  American  Medical  Association  House  of 
(Continued  on  Page  189) 
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.et’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


in  diagnosis 
in  treatment 


Pro-Banthine^., 

propantheline  bromide 

calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Ban  thine  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthine  has  reestablished  its  pharmaco- 
ogic  effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph12  repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthine.  The  duodenum 
was  intubated.  Pro-Banthine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications : Glaucoma  or  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  maybe  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg., as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dotter, 
C.  T.:  Hypotonic  Duodenography,  Scientific  Exhibit, 
Radiological  Society  of  North  America,  Chicago, 
Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89:438-443  (Sept.)  1967. 
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('Continued  from  Page  188) 

Delegates  adopted  a major  revision  of  policy  on 
therapeutic  abortion,  but  still  opposes  induced  abor- 
tion, except  in  these  circumstances: 

( 1 ) Continuance  of  the  pregnancy  may  threaten 
the  health  or  life  of  the  mother,  or 

(2)  The  infant  may  be  born  with  incapacitating 
physical  deformity  or  mental  deficiency,  or 

(3)  Continuance  of  a pregnancy,  resulting  from 
legally  established  statutory  or  forcible  rape  or  in- 
cest may  constitute  a threat  to  the  mental  or  phys- 
ical health  of  the  patient. 

Two  other  physicians  of  recognized  professional 
competence  must  examine  the  patient  and  concur 
in  writing  with  the  recommendation  for  therapeu- 
tic abortion,  and  the  gynecologic  procedure  must 
be  performed  in  a hospital  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals. 

Two  states,  Colorado  and  North  Carolina,  en- 
acted legislation  similar  to  the  AMA  policy  state- 
ment, while  California  incorporated  in  its  laws  a 
more  liberal  approach  to  abortion  but  did  not  in- 
clude provisions  authorizing  abortion  in  case  of 
suspected  physical  or  mental  damage  to  the  unborn 
child. 

Research  on  and  testing  of  long-term  contracep- 
tive drugs  is  directed  to:  ( 1 ) implantable,  sus- 
tained release  preparations,  and  (2)  two  injectable 
contraceptive  drugs  that  have  proven  safe  and  ac- 
ceptable in  clinical  trials  ranging  up  to  three  years 
in  duration. 

In  a scientific  report  of  the  World  Health  Or- 
ganization intensified  worldwide  research  was  ad- 
vocated to  devise  a test  for  predicting  ovulation 
some  days  in  advance.  Lack  of  a simple,  inexpen- 
sive — and  above  all,  accurate  — test  for  predict- 
ing ovulation  is  the  major  barrier  to  wider  use  of 
the  ‘‘rhythm  method.”  The  rhythm  method”  of  sex- 
ual continence  during  fertile  periods  of  a woman’s 
cycle  is  the  only  means  of  conception  control  thus 
far  sanctioned  by  the  Roman  Catholic  Church.  The 
basic  difficulty  with  current  tests  to  identifiy  fer- 
tile periods  in  the  woman  is  that  they  are  retro- 
spective — that  is,  ovulation  already  has  occurred 
when  positive  physiological  signs  appear. 

HEART  DISEASE 

One  of  the  largest  epidemiological  studies  in  his- 
tory, designed  to  learn  whether  premature  coronary 
artery  disease  can  be  prevented  by  diet,  was  recom- 
mended at  the  June  scientific  session  of  the  AMA 
by  the  National  Diet-Heart  Study  Group. 

The  proposed  study  would  last  five  years,  in- 
volve 40,000  to  100,000  men,  and  cost  as  much  as 
$50  million.  The  recommendation  was  made  by 
principal  investigators  of  the  National  Diet-Heart 
Study  feasibility  trials,  a smaller  study  carried  out 


over  approximately  two  years  with  about  2,400 
men  aged  45  to  54  years  to  determine  the  feasibil- 
ity of  conducting  the  larger,  five-year  investigation. 

In  recommending  the  larger  study  to  the  Nation- 
al Heart  Institute,  the  funding  agency,  the  inves- 
tigators said: 

‘‘The  incidence  and  mortality  of  premature  coro- 
nary heart  disease  in  the  United  States  is  extremely 
high  . . . and  constitutes  one  of  the  greatest  chal- 
lenges to  preventive  action  confronting  medical 
science  and  public  health. 

“There  is  overwhelming  evidence  that  the  inci- 
dence of  premature  coronary  heart  disease  is  strong- 
ly associated  with  serum  cholesterol  level. 

“The  serum  cholesterol  level  can  be  safely  low- 
ered by  modification  of  the  usual  American  diet 
in  ways  that  are  acceptable  to  large  numbers  of 
people.” 

The  feasibility  study  showed  that  a large  diet 
study  can  be  conducted  with  both  public  volunteers 
and  men  confined  in  an  institution.  The  food  in- 
dustry cooperated  in  preparing  special  fat-modified 
foods  for  the  study. 

The  investigators  suggested  that  the  large,  pri- 
mary prevention  study  should  concern  married  men, 
aged  40-59  or  45-59  at  the  outset,  selected  because 
of  serum  cholesterol  levels  of  250  mg./deciliter  or 
greater.  Men  with  high  cholesterol  levels  should  be 
used  in  the  study,  they  said,  because  the  risk  of 
heart  attack  should  be  high  enough  to  permit  a 
definitive  test  with  a manageable  sample  size. 

A different  approach  to  the  investigation  of  ways 
to  prevent  heart  disease  — the  Coronary  Drug 
Project  — got  underway  after  several  years  of 
planning.  The  Project  is  a national  cooperative 
clinical  trial  with  the  objective  of  assessing  effi- 
cacy of  several  lipid-lowering  drugs  in  long-term 
therapy  of  men  with  previous  myocardial  infarction. 

Involved  in  the  Project  are  55  medical  centers, 
the  National  Heart  Association,  and  the  funding 
agency,  the  National  Heart  Institute.  Over  the 
next  two  years  about  8,400  men  aged  30  to  64 
years,  with  histories  of  one  or  more  verified  infarc- 
tions, are  to  be  enrolled.  Enrollment  should  be 
complete  by  July  4,  1969;  the  study  is  to  be  com- 
pleted by  July  1,  1974. 

Like  the  Diet-Heart  Study,  the  Coronary  Drug 
Project  is  based  on  the  hypothesis  that  a long-term 
lowering  of  serum  cholesterol  in  coronary-prone 
men  may  have  a beneficial  effect.  Drugs  to  be 
tested  in  the  Project  have  all  been  shown  to  in- 
fluence serum  lipid  levels.  The  primary  criterion  of 
drug  efficacy  is  to  be  the  death  rate  from  all 
causes  in  the  drug-treated  groups  of  men,  compared 
with  that  in  groups  treated  with  placebo. 

The  fairly  common  occurrence  of  unrecognized 
myocardial  infarction  has  long  been  suspected.  Con- 
( Continued  on  next  page) 
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firmation  of  the  fact  came  from  the  study  of  5,127 
adults  in  the  Framingham  (Mass.)  Heart  Disease 
Epidemiology  Study,  which  has  been  underway  for 
12  years  with  volunteers  enrolled  from  the  Fra- 
mingham area.  Data  from  12  years’  surveillance  as 
of  the  summer  of  1966  show  a total  of  156  con- 
firmed myocardial  infarctions  among  persons  who 
entered  the  study  at  ages  30  to  62.  Of  these.  115 
had  been  recognized  and  41.  or  about  one  in  four, 
were  “silent.” 

Within  five  years  a third  of  the  “silent”  attacks 
had  recurred  and  slightly  more  than  half  of  these 
were  fatal.  The  unrecognized  infarctions  were  de- 
tected by  means  of  biennial  electrocardiograms  tak- 
en of  the  study’s  participants.  This  study  empha- 
sizes the  importance  of  medical  examination  to  de- 
tect the  “silent”  infarct  and  of  medically-super- 
vised  prophylactic  measures  for  the  “silent”  infarct 
victim. 

DRUG  ABUSE 

Clinicians  and  research  scientists  in  a number  of 
disciplines  were  disturbed  about  the  much-publi- 
cized “mind  expander”  drug  lysergic  acid  diethyl- 
amide (LSD).  In  a study  reported  from  the  Ore- 
gon Regional  Primate  Center  more  than  twice  as 
many  chrosomal  abnormalities  were  found  in  blood 
cultures  from  a group  of  LSD  users  than  in  cultures 
from  non-user  control  subjects.  The  investigators, 
however,  concluded  that  “it  is  too  early  to  assess 
the  significance  of  the  findings  and  the  effect,  if 
any,  on  future  generations.” 

Eight  LSD  users,  volunteers  from  a local  “hip- 
pie" community,  were  used  in  the  study.  Blood  cul- 
tures from  only  two  of  the  eight  users  had  no 
significant  number  of  chromosome  breaks,  and 
those  two  subjects  also  reported  taking  the  small- 
est average  doses  of  LSD.  The  number  of  LSD 
doses  taken  by  the  users  ranged  from  four  to  200. 
In  blood  cultures  from  nine  control  non-users,  chro- 
mosone  breaks  were  found  in  significant  number 
only  in  material  from  one  subject  wrho  had  received 
a series  of  x-ray  treatments  22  years  previously. 
X-rays  are  also  known  to  produce  chromosone 
breakage. 

ARTIFICIAL  AND  TRANSPLANTED  ORGANS 

The  first  successful  transplantation  of  an  inter- 
nal organ,  a kidney,  took  place  more  than  a dozen 
years  ago.  Transplantation  is  still  highly  experi- 
mental, of  limited  use  in  saving  or  extending  lives, 
but  incredibly  lucrative  in  insights  for  investigators 
in  immunology  and  other  fields.  Only  kidney  trans- 
plantation has  become  a relatively  reliable  clinical 
procedure  with  an  increasingly  good  record  of  ex- 
tending life  usefully.  Nearly  1,200  kidney  trans- 
plantations have  been  performed  worldwide.  Among 
these  55  per  cent  survived  one  year  or  longer  when 
the  kidney  donor  and  recipient  were  related.  Among 


cases  done  since  January  1,  1965.  the  year-or  longer 
survival  rate  is  65  per  cent  when  donor  and  recipi- 
ent are  related. 

Increasing  success  is  related  to  better  under 
standing  of  the  immunological  processes  involved  in 
the  rejection  phenomenon.  A battery  of  drugs  is 
now  available  to  suppress  the  immunological  at- 
tack against  a transplanted  organ. 

A non-pharmacologic  approach  to  immunosup- 
pression. the  use  of  antilymphocyte  serum  (ALS), 
recently  has  become  increasingly  successful  in  trans- 
plant surgery.  Lymphocytes  are  believed  to  carry 
the  body’s  immunologic  assault  against  foreign  tis- 
sue. Anti-lymphocyte  serum  is  obtained  from  ani- 
mals immunized  against  human  lymphocytes.  In 
jected  into  the  potential  recipient  of  a transplanted 
organ,  the  anti-lvmphocyte  antibodies  contained  in 
ALS  selectively  suppress  the  immune  reaction. 

The  entire  serum  is  no  longer  necessary.  Most 
surgical  teams  now  use  anti-lymphocvte  globulin 
(ALG).  A combination  of  ALG  and  immunosup- 
pressive drug  therapy  was  used  by  the  University 
of  Colorado  surgical  teams  in  achieving  long-sur- 
viving liver  transplants  in  four  patients. 

By  mid-November  three  of  the  patients,  all 
young  girls,  had  survived  longer  (up  to  four 
months)  than  any  other  liver  transplant  recipients 
in  the  short  history  of  liver  transplant  surgery. 
Critical  factors  in  achieving  long-term  survival 
were  the  use  of  .ALG  in  immunosuppression  and  im- 
proved procedures  for  preserving  the  donor  organ. 
Livers  were  obtained  from  cadavers  and  were  trans- 
planted within  six  to  eight  hours  after  the  donor’s 
death.  By  using  a preservation  method  that  com- 
bines hypothermia  (low  temperatures)  and  hyba- 
roxia  (high-pressure  oxygen  atmosphere)  tissue 
changes  in  the  isolated  liver  have  been  delayed. 
Improved  organ  preservation  also  permits  a less 
hurried  approach  to  the  transplantation  procedure. 

The  year  ended  with  a successful  heart  transplant 
in  South  Africa.  Survival,  however,  was  of  limited 
duration. 

THE  MULTIPLE  ROADS  OF  CANCER  RESEARCH 

An  experimental  method  of  treating  cancer  by 
selectively  starving  tumor  cells  of  essential  amino 
acids  has  prolonged  the  lives  of  a number  of  pa- 
tients. Biochemical  assays  of  tumor  cells  at  the 
University  of  Chicago  have  shown  that  every  tu- 
mor has  individual  and  distinctive  amino  acid  re- 
quirements. 

Clinical  experience  with  carefully  selected  volun- 
teer patients  has  indicated  that,  when  the  amino 
acid  content  of  a tumor  is  determined  through 
assay,  it  may  be  caused  to  regress  by  feeding  a 
diet  that  is  deficient  in  the  specific  amino  acids  that 
the  tumor  requires.  Of  30  patients  so  treated,  20 
had  experienced  comfortable  prolongation  of  life 
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from  four  to  22  months.  Patients  were  selected  for 
the  experimental  diet-therapy  program  when  usual 
clinical  procedures  had  been  proven  inapplicable. 

Basic  research  on  the  cause  of  cancer  has  been 
furthered  by  the  establishment  of  the  molecular 
structure  of  the  enzyme  ribonuclease.  Ribonuclease 
is  a protein,  as  are  most  enzymes. 

More  than  a half-million  reflections  were  taken 
of  ribonuclease  crystals  in  the  investigators’  x-ray 
diffraction  unit  at  Roswell  Park  Memorial  Insti- 
tute in  order  to  map  the  position  of  the  1,000-plus 
atoms  in  the  ribonuclease  molecule. 

Ribonuclease  breaks  down  ribonucleic  acid  within 
the  cell  and  thus  exerts  a control  on  cell  growth; 
at  the  cell's  death,  the  enzyme  acts  as  a ‘‘house- 
cleaner”  to  remove  freed  ribonucleic  acid. 

VACCINES:  A SUCCESS  STORY 

Basic  research  in  virology  and  immunology  is 
paying  off  handsomely  for  medicine  through  en- 
hanced ability  to  produce  effective  vaccines. 

Measles  (rubeola)  vaccine  has  proven  so  effec- 
tive that  some  clinicians  speak  of  using  it  to  “elimi- 
nate” the  disease  from  the  United  States.  As  a result 
of  the  anti-measles  vaccination  campaign  fewer 
measles  cases  were  reported  during  the  first  half 
of  1967  than  in  any  comparable  period  since  mea- 
sles record-keeping  began  in  1912.  Live-virus  mea- 
sles vaccine  is  now  recommended  in  preference  to 
killed-virus  types. 

At  least  four  new  vaccines  should  reach  impor- 
tant stages  of  development  within  the  next  few 
months: 

Licensure  of  a mumps  vaccine  was  expected  be- 
fore the  end  of  the  year.  It  has  been  given  to  ap- 
proximately 6,500  persons  in  experimental  clinical 
trials  with  excellent  serologic  response  and  protec- 
tive efficacy  and  without  untoward  clinical  effect. 

A vaccine  against  German  measles  (rubella)  may 
be  generally  available  within  two  years.  Clinical 
trials  with  an  experimental  vaccine  at  the  National 
Institutes  of  Health  have  been  underway  more  than 
two  years,  with  more  than  500  persons  vaccinated. 

University  of  Chicago  investigators  hope  during 
the  next  year  to  immunize  about  200  children  with 
an  experimental  vaccine  designed  to  prevent  strep- 
tocccal  infections  of  the  type  which  often  is  respon- 
sible for  rheumatic  fever  and  certain  kinds  of  kid- 
ney disease.  About  40  adults  and  25  infants  have 
received  the  vaccine  since  its  development  last  year. 
Twenty  of  the  25  infants  responded  with  produc- 
tion of  antibodies  capable  of  destroying  strepto- 
coccus. 

A vaccine  to  prevent  erythroblastosis  fetalis  (Rh 
disease)  also  may  be  licensed  in  1968.  The  vaccine 
is  an  anti-Rh  immune  globulin  which  is  given  to 
an  Rh-negative  mother  after  the  birth  of  her  first 
Rh-positive  infant.  The  globulin  acts  to  prevent  an 


immunological  attack  by  the  mother’s  body  upon 
the  fetus  during  a second  pregnancy,  presumably 
through  a mechanism  of  antibody-induced  immuno- 
suppression. 

INTERFERON:  A NEW  LANCE  FOR  THE  ARMORY? 

Parallel  with  advances  in  vaccine  development 
came  indications  that  the  anti-viral  agent  interferon 
may  be  an  additional  weapon. 

Interferon,  discovered  by  English  investigators 
in  1956,  is  a protein  produced  by  cells  in  response 
to  virus  infection  and  to  some  non-viral  substances 
which  are  capable  of  entering  the  cell.  It  appears 
to  act  upon  other  cells  to  stimulate  production  of 
a protein  which  inhibits  virus  replication. 

The  discovery  of  interferon  has  stimulated  the 
concept  that  a wide  variety  of  viral  diseases  could 
be  prevented  if  interferon  production  were  stimu- 
lated to  adequate  levels  within  the  human  body. 
Efforts  to  “harvest”  interferon  from  animals  for 
use  in  human  beings  proved  of  no  value:  interferon 
is  species  specific,  meaning  that  interferon  from 
one  species  does  not  stimulate  anti-viral  activity  in 
any  other  species. 

Among  substances  being  investigated  as  a harm- 
less means  of  stimulating  interferon  production  are: 
(1)  a double  strand  of  ribonucleic  acid  (RNA) 
stripped  from  certain  viruses,  which  appears  to  jog 
cells  into  interferon  production  without  causing 
disease,  and  (2)  an  industrially-synthesized  giant 
molecule  called  pyran. 

Although  interferon  produced  within  the  body  is 
much  more  potent  than  that  passively  injected, 
medical  scientists  are  continuing  efforts  to  obtain 
satisfactory  interferon  production  in  cultures  of 
human  cells. 

WARNINGS 

The  public  health  struggle  with  venereal  disease 
is  far  from  won.  The  U.S.  Public  Health  Service 
announced  that  gonorrhea  is  more  prevalent  in  the 
United  States  now  than  at  any  time  in  the  last  20 
years.  The  proportion  of  penicillin-resistant  gonor- 
rhea strains  also  is  increasing.  One  problem  appears 
to  be  a relatively  large  reservoir  of  non-sympto- 
matic  and  untreated  gonorrhea  in  females. 

Other  factors  presumably  related  to  disease  in- 
crease are:  lessened  fear  of  venereal  disease  in  the 
era  of  penicillin  and  “quick  cures;”  increased  mo- 
bility of  the  poulation,  including  gonorrhea  con- 
tacts; and,  poor  reporting  of  the  disease  by  em- 
barrassed victims  and  their  physicians. 

Penicillin  resistance  has  been  steadily  on  the 
increase  among  gonorrhea  strains  found  normally 
in  the  United  States.  Some  new  strains,  including 
some  wdiich  are  penicillin  resistant,  have  been  in- 
troduced to  the  U.S.  by  servicemen  returning  from 
Viet  Nam. 

(Continued  on  next  page) 
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Extensive  research  is  underway  to  develop  a re- 
liable blood  test  which  would  enable  physicians  to 
spot  non-symptomatic  "carriers." 

MEDICAL  EDUCATION 

Five  new  medical  schools  opened  during  the  fall 
of  1967.  Others  increased  their  enrollments  of  be- 
ginning medical  students. 

The  result  is  an  increase  of  first-year  medical 
students  to  an  estimated  9.280.  compared  with 
8.964  last  year,  according  to  The  AMA  News, 
published  by  the  American  Medical  Association. 

The  new  medical  schools  are  the  University  of 
Arizona  College  of  Medicine,  at  Tucson;  Brown 
University's  Program  in  Medical  Science,  at  Prov- 
idence, R.I.;  the  University  of  Hawaii  School  of 
Medicine,  at  Honolulu;  Michigan  State  L'niversi- 
ty’s  College  of  Human  Medicine,  at  East  Lansing; 
and  Pennsylvania  State  University’s  Milton  S. 
Hershey  Medical  Center,  Hershev.  Pa. 

The  five  new  schools  raise  the  number  of  U.S. 
medical  schools  to  94.  Eleven  other  new  medical 
schools  are  continuing  development  programs.  By 
the  mid-1970's,  medical  schools  will  be  graduating 
about  10.000  students  annually. 

The  statistics,  however,  do  not  indicate  an  early 
easing  of  medical  manpower  shortages. 

HONORS  AND  AWARDS 

Two  Americans  shared  with  a Swedish  scientist 
the  1967  Nobel  Prize  in  Medicine  or  Physiology. 

The  Americans  are  Haldan  Keffer  Hartline. 
M.D..  63.  Professor  of  Biophysics  at  the  Rockefel- 
ler University,  New  York  City,  and  George  Wald. 
Ph.D.,  60.  Professor  of  Biology  at  Harvard  Uni- 
versity. Boston.  Mass.  Sharing  the  prize  was  Rag- 
nar  Granit,  66.  retired  director  of  the  Neurophysi- 
ological Institute.  Royal  Medical  School,  Stock- 
holm. 

The  shared  prize  was  given  the  three  men  "for 
their  discoveries  concerning  the  primary  chemical 
and  physiological  processes  in  the  eye." 

Major  awards  presented  by  the  American  Med- 
ical Association  included; 

— The  Scientific  Achievement  Award,  honoring 
a non-physician  scientist  for  outstanding  work  in  a 
field  related  to  medicine,  to  Gregory  G.  Pincus. 
Sc.D.,  research  director  at  Worcester  Foundation 
for  experimental  Biology,  Shrewsbury,  Mass.  Dr. 
Pincus,  a pioneer  in  oral  contraceptive  research, 
died  later  in  the  year. 

— The  Distinguished  Service  Award,  to  a physi- 
cian, to  E.  W.  Alton  Ochsner,  M.D.,  Professor 
Emeritus  of  Surgery.  Tulane  University  School  of 
Medicine,  New  Orleans,  La. 


DRUG  PROBLEM  AMONG 
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'Dependence  on  Earbiturates  and  Other  Sedative 
Drugs.  Prepared  by  the  AMA  Committee  on  Alco- 
holism and  Addiction,  reviewed  by  the  Council  on 
Drugs,  and  approved  by  the  Council  on  Mental 
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WILL  YOU  BE  65  IN  1968? 

The  Blue  Cross-Physicians  Service  Plans 
have  adjusted  your  membership  if  their 
records  in  the  Society  group  indicate  that 
either  you  or  your  spouse  will  reach  65 
before  November  1,  1968.  Your  annual 
membership  dues  were  adjusted  as  of 
November  1,  1967  based  on  the  assump- 
tion that  all  persons  reaching  65  would  be 
eligible  for  Medical  coverage  as  of  the  first 
of  the  month  in  which  the  member  or 
spouse  reaches  65. 

The  Medicare  qualifications  changed  as 
of  January  1,  1968,  and  all  persons  reach- 
ing 65  will  not  be  eligible  for  Medicare 
Part  "A"  unless  they  are  entitled  to  Social 
Security  cash  benefit  payments  as  a result 
of  their  own  or  their  spouses'  contributions. 

For  this  reason  subscribers  and  or  their 
spouses  should  request  a decision  as  to  en- 
titlement to  benefits  from  Social  Security  at 
the  earliest  possible  date.  They  may  do  so 
as  early  as  three  months  prior  to  reaching 
their  65th  birhtday. 

If  for  any  reason  you  or  your  spouse  are 
not  eligible  for  Medicare  Part  "A"  please 
notify  Blue  Cross-Physicians  Service  as  soon 
as  possible  so  that  your  membership  and 
premium  can  be  adjusted. 

PLEASE  NOTIFY  BLUE  CROSS  PROMPTLY 
IF  YOU  OR  YOUR  SPOUSE  WILL  REACH  65 
BEFORE  NOVEMBER  1,  1968  AND  YOU 
ARE  NOT  ELIGIBLE  FOR  SOCIAL  SECURITY 
CASH  BENEFITS,  THEREFORE  MEDICARE 
PART  "A". 
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THE  DRUG  PROBLEM  AND  YOUTH 


Published  elsewhere  in  this  issue  are  two  papers 
on  the  problem  of  drug  use  among  the  young,  both 
written  by  physicians  who  are  responsible  for  the 
health  of  college  students.  Although  they  differ 
somewhat  in  emphasis,  the  areas  of  agreement  on 
the  whole  are  greater  than  the  apparent  differences 
in  viewpoint. 

Both  deplore  without  equivocation  the  use  of 
heroin  and  other  opiates.  The  dangers  of  the  bar- 
biturates and  the  amphetamines  are  clear.  One  au- 
thor emphasizes  more  the  danger  of  alcohol,  the 
other  of  LSD.  But  there  is  no  reason  to  believe 
that  their  views  are  not  mutually  acceptable. 

The  great  debate  nationally  and  locally  is  on 
the  dangers  of  marijuana  and  appears  to  be  fo- 

VIRAL  HEPATITIS 

Viral  hepatitis  in  young  adults,  especially  males 
between  the  ages  of  fifteen  and  twenty-five  years, 
must  alert  the  practicing  physician  to  the  possibil- 
ity of  drug  use  with  serum  hepatitis  resulting  from 
needle  transmission.  The  Rhode  Island  Department 
of  Health  is  to  be  commended  for  the  epidemiolo- 
gical studies  which  substantiated  this  fact  reported 
recently  in  the  JAMA  and  for  a warning  in  its 
Communicable  Disease  Newsletter.  Both  point  out 
that  patients  with  needle  transmission  hepatitis 
frequently  come  from  middle  and  upper  class  fami- 
lies and  rarely  show  the  stigmata  associated  with 
chronic  drug  addicts.  It  requires  constant  suspicion 
and  inquiry  to  elicit  a history  of  drug  injection, 
especially  with  the  long  incubation  period  of  up  to 
six  months  in  this  disease;  but  nowhere  is  the  dic- 
tum that  “one  recognizes  only  what  one  suspects” 
more  applicable  than  in  this  situation.  Every  prac- 
ticing physician  must  be  vigilantly  aware  of  the 
possibility  of  serum  hepatitis  when  a young  adult 
becomes  jaundiced. 

The  marks  of  serum  hepatitis  which  help  dif- 
ferentiate it  from  infectious  hepatitis  are  the  ab- 
sence of  the  typical  flu,  or  grippe-like  infection, 
which  immediately  precedes  the  jaundice  of  infec- 
tious hepatitis,  the  absence  of  a history  of  contacts 
with  patients  suffering  from  infectious  hepatitis, 
and  the  absence  of  a history  of  shellfish  ingestion. 

The  ease  with  which  serum  hepatitis  is  trans- 
mitted has  only  lately  been  recognized.  The  trans- 
mission and  reservoir  of  a disease  which  requires 


cused  on  the  wisdom  of  present  laws  rather  than 
on  the  nature  of  the  drug’s  dangers.  Johnson  states 
unequivocally  that  “There  is  a clear-cut  risk  of 
panic,  anxiety,  paranoid  reactions,  and  depressions 
in  some  users”  of  marijuana  and  that  “the  schizo- 
phrenic existing  of  ‘dropping  out’  and  ‘dropping  in’ 
...  is  a highly  unsatisfactory  way  of  life.” 
Farnsworth  believes  that,  while  drug  usage  may  be 
incidental  to  other  emotional  conflicts,  this  does 
“not  lessen  the  importance  of  appropriate  laws  for 
the  control  of  potentially  harmful  drugs.” 

These  efforts  at  objective  evaluation  of  the  drug 
fads  among  the  young  are  certainly  worthwhile. 
They  should  not,  however,  lead  to  a general  con- 
doning of  the  use  of  the  various  agencies  or  to  pre- 
mature weakening  of  legislation  or  law  enforcement. 

AND  NARCOTIC  USE 

needle  puncture  has  baffled  the  medical  profession 
for  years,  since  it  was  hard  to  conceive  of  a disease 
remaining  endemic  in  the  population  when,  on  first 
thought,  needle  injections  in  the  general  population 
occur  so  rarely.  It  had  long  been  known  that  tatoo- 
ing  was  one  method  of  transmission.  Recently  an- 
other innocent  route  of  transmission,  scratching  by 
the  same  bramble  bush  as  that  on  which  a previous 
carrier  of  the  disease  had  been  injured,  has  been 
clearly  revealed.  This  suspicion  has  been  substan- 
tiated in  a brilliant  epidemiological  study  in  Sweden 
by  the  investigation  of  cross-country  trackers. 
Tracking  is  a favorite  sport  among  large  numbers 
of  Swedes.  Following  each  rally  or  tracking  event 
the  incidence  of  serum  hepatitis  soared,  and  it  was 
finally  shown  that  contaminated  thorns  or  bramble 
bushes  were  the  means  of  transmitting  the  disease 
from  an  infected  inlividual  to  a healthy  one.  Such 
is  the  ease  of  transmission  of  serum  hepatitis.  It  is 
no  small  wonder,  then,  that  serum  hepatitis  occurs 
almost  in  epidemic  nature  among  drug  users.  It 
had  been  established  for  years  that  alcohol  sterili- 
zation will  not  destroy  the  virus;  effective  auto- 
claving is  required  to  do  so. 

As  noted  in  the  Communicable  Disease  Newslet- 
ter, it  is  a sad  commentary  on  the  mores  of  this 
young  age  group  that  the  presence  of  hepatitis  must 
raise  the  question  of  intravenous  or  subcutaneous 
drug  use.  Yet  the  vigilant  physician  will  contribute 
to  the  general  welfare  if  he  uncovers  otherwise  un- 
( Continued  on  next  page) 
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suspected  drug  users,  initiates  rehabilitation  of  the 
unfortunate  victims,  and  protects  others  who  have 
been  exposed  by  the  administration  of  gamma  glo- 
bulin. Every  physician  thus  has  an  opportunity  to 
be  of  real  service  to  his  patient  and  to  the  com- 
munity. 
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MALNUTRITION  AND  THE  POPULATION  CRISIS 


Published  elsewhere  in  this  issue  are  comments 
concerning  nutrition  and  population  control  and 
their  interrelationship  (See  Medicine  in  Review  — 
1967).  The  rapidly  growing  awareness  of  the  im- 
portance of  these  matters  to  foreign  policy  and 
foreign  relations  is  encouraging. 

Alan  W.  Berg,  Chief  of  Food  Resources  and  Re- 
gional Development  of  A.I.D.  in  New  Delhi,  writing 
in  the  October  1967  issue  of  Foreign  Affairs  dis- 
cusses the  relationship  between  national  develop- 
ment and  malnutrition.  "The  recognition,"  he  states, 
'‘that  malnourished  children  may  emerge  from  child- 
hood lacking  the  ability  to  reach  their  genetic  in- 
tellectual potential  introduces  a new  and  frighten- 
ing note  into  theories  of  national  development.” 
The  insidious  drain  on  national  development,  how- 
ever, takes  other  forms  as  well.  One-half  of  all 
deaths  in  developing  countries  occur  in  children 
under  six  years  of  age.  In  certain  African  countries 
a mother  must  have  five  children  to  assure  that  one 
reaches  the  age  of  fifteen.  [Malnutrition  in  addition 
permanently  retards  physical  growth. 

The  effect  of  malnutrition  on  national  develop- 
ment is  manifested  in  several  ways:  1.  Limited  life 
expectancy  due  to  malnutrition  limits  the  number 
of  productive  years.  2.  Malnutrition  decreases  a 
worker's  productivity  through  apathy,  lethargy, 
and  lack  of  initiative.  3.  [Malnutrition  lowers  a 
worker’s  resistance  to  disease  and  thus  increases 
his  absenteeism  from  his  job.  4.  The  costs  of  med- 
ical care  are  greatly  increased.  5.  Certain  nutrition- 
al deficiencies,  such  as  acute  vitamin  A deficiency 
which  produces  blindness,  limit  a productive  role 
in  the  economy. 

Berg  suggests  several  ways  in  which  the  problem 
may  be  met,  always  taking  account  of  education, 
meeting  the  requirements  of  palatability  and  food 
habits,  and  economic  feasibility.  These  include  in- 
creasing the  protein  content  of  grain  by  genetic  se- 
lection; reinforcing  the  content  of  essential  amino 
acids,  the  lack  of  which  may  limit  the  availability 
of  much  of  the  protein  content  in  certain  instances; 
making  greater  use  of  oilseed  materials  (such  as 
cotton  and  soy  residuals) ; bacterial  production  of 
edible  proteins  from  petroleum;  and  the  use  of  fish 
protein  concentrates,  seaweed,  and  algae.  The  role 
of  extensive  child  feeding  programs  is  evident.  Re- 
sistance to  change  in  the  underdeveloped  societies 
is  great.  Margaret  Mead  has  spoken  of  the  need  to 


overcome  “irrational  rigidity'’  with  which  many  of 
these  peope  cling  to  inadequate  diets. 

While  governments  recognize  the  necessity  for 
education,  the  importance  of  adequate  nutrition  in 
national  development  has  often  eluded  them.  Berg 
states:  “Without  improved  nutrition  in  the  less  fa- 
vored two-thirds  of  the  world,  the  development  of 
human  resources  — and  the  development  of  the 
nations  themselves  — is  sure  to  be  retarded.” 

The  other  side  of  the  coin,  the  population  crisis, 
is  discussed  in  the  same  issue  of  Foreign  Affairs  by 
Frank  W.  Xotestein,  President  of  the  Population 
Council  and  formerly  professor  at  Princeton.  The 
analysis  is  directed  to  two  contrasting  themes:  1. 
the  almost  unrivalled  dangers  of  overpopulation, 
and  2.  the  hope  that  it  can  and  may  be  resolved 
during  the  latter  third  of  this  century.  The  prob- 
lem is  that  the  rate  of  population  growth  in  the  un- 
derdeveloped two-thirds  of  the  globe  is  the  major 
obstacle  to  economic  and  technological  development. 
Most  of  the  developing  nations  have  population 
growths  ranging  from  2.5  to  3.5  per  cent  per  year 
as  compared  to  1 per  cent  per  year  for  the  United 
States  at  the  present  time.  A growth  rate  of  3.5 
per  cent  per  annum  results  in  a doubling  of  the 
population  in  20  years.  These  underdeveloped 
countries  with  a lower  rate  due  to  infant  and  child- 
hood mortality  and  limited  longevity  rapidly  as- 
sume a higher  rate  as  health  conditions  improve. 

As  a result,  new  investment  in  productivity  rarely 
outstrips  population  growth.  A healthy  growth  in 
gross  national  product  of  5 per  cent  per  annum  in 
the  face  of  a population  growth  of  3 per  cent  leaves 
a net  increase  in  per  capita  income  of  2 per  cent. 
It  would  take  at  that  rate  35  years  to  double  the 
per  capita  income.  Where  it  is  only  $100  per  year 
now,  it  would  be  $200  at  the  end  of  the  century. 
In  the  meantime  the  population  would  have  in- 
creased by  a factor  of  2.7  times. 

The  hope  of  breaking  the  cycle,  therefore,  lies  in 
the  development  of  contraceptive  techniques  appli- 
cable to  underdeveloped  countries.  Philosophical 
and  religious  considerations  do  not  have  an  impor- 
tant bearing  in  many  of  the  underdeveloped  regions. 
Intrauterine  devices  (I.U.D.)  appear  currently  to 
have  the  widest  applicability  in  these  areas.  Steroids 
and  conventional  methods,  however,  also  will  find 
some  use.  Sterilization  is  acceptable  in  some  coun- 
tries. Several  other  promising  techniques  are  under 
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study,  such  as  long-acting  implants  or  injections  of 
progestin-like  substances. 

The  Population  Council  has  delivered  2.6  million 
Lippe  loops  to  governments  of  39  developing  coun- 
tries and  has  helped  governments  in  South  Korea, 
Taiwan,  Hong  Kong.  India,  Pakistan,  Egypt,  and 
Turkey  to  undertake  local  manufacture. 

Notestein  believes  that,  if  the  developing  coun- 
tries can  move  from  a growth  rate  of  2.5  or  3.5 

PROPRANOLOL  AND 

The  release  by  the  FDA  for  general  clinical  use 
of  the  beta  adrenergic  blocking  agent  propranolol, 
marketed  under  the  trade  name  of  Inderal,®  is 
noted;  for  this  drug  promises  to  be  the  first  major 
symptom-relieving  drug  to  have  been  developed  for 
sufferers  of  angina  pectoris  since  nitroglycerin  and 
its  modifications. 

This  classical  syndrome  and  disease  is  so  clearly 
known  by  every  practitioner  of  medicine  that  the 
indications  for  the  use  of  the  drug  need  not  be 
emphasized  nor  reiterated.  But  the  contra-indica- 
tions must  be  emphasized,  since  injudicious  use  of 
the  drug  will  lead  to  catastrophic  results. 

Two  absolute  contra-indications  prohibit  the  use 
of  Inderal,®  namely,  congestive  heart  failure,  either 
overt  or  incipient;  and  auriculo- ventricular  block 
(A-V)  block. 

The  reasons  for  the  absolute  contra-indications 
are  logical,  and  easy  to  remember.  The  ultimate 
pharmacological  action  of  the  drug  is  to  reduce 
cardiac  output.  In  so  doing,  the  oxygen  consump- 
tion is  reduced  and  the  pain  is  relieved.  The  ulti- 
mage  effect  as  a wrole,  however,  is  to  reduce  cir- 
culation. It  is  obvious  that  if  circulation  is  already 
partially  compromised,  the  drug  may  push  the  pa- 
tient into  overt  congestive  failure.  Should  this  be 
manifested  as  acute  left  ventricular  failure,  pul- 


per  cent  to  1 or  1.5  per  cent  while  health  improves, 
the  crisis  will  have  been  passed.  He  believes  “that 
by  the  end  of  the  century  the  specter  of  poverty 
perpetuated  by  population  growth  can  be  lifted  from 
the  earth.’’ 
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ANGINA  PECTORIS 

monary  edema  and  all  its  consequences  will  ensue. 
At  this  juncture  it  is  well  again  to  recall  a previous 
editorial  in  this  Journal  calling  attention  to  the 
dramatic  use  of  ethacrynic  acid  intravenously, 
which  is  tantamount  for  this  situation  to  an  acute 
phlebotomy. 

The  second  absolute  contra-indication  to  the  use 
of  Inderal®  is  auriculo-ventricular  block;  and 
again  the  physiology  is  so  clear  and  apparent  that 
it  should  be  easily  remembered.  Since  the  action 
of  propranolol  is  to  block  adrenergic  impulses  which 
increase  cardiac  irritability  and  conduction,  it  is 
obvious  that  a blockade  of  this  mechanism  will  re- 
duce conductivity.  If  the  conduction  system  is  al- 
ready compromised,  a further  reduction  in  conduc- 
tion may  result  in  no  transmission  across  the  node 
and  cardiac  arrest,  which  is  as  deadly  a situation 
as  one  will  encounter. 

This  new  agent  for  the  relief  of  angina  pectoris 
has  had  wide  pre-clinical  trials,  and  its  mechanisms 
andp  hysiology  have  been  well  elucidated.  For  those 
who  suffer  intractible  angina  pectoris  it  undoubt- 
edly will  bring  great  comfort  and  will  be  widely 
prescribed  by  the  profession.  If  the  two  absolute 
contra-  indications  are  borne  in  mind,  the  drug  will 
have  the  widespread  usefulness  for  this  condition 
that  its  pre-clinical  trials  would  suggest. 


Editorial  Viewpoint 

PART  B INCREASE  IS  CAUSED  BY  NUMEROUS  FACTORS 


The  recently  announced  increase  in  the  Medicare 
Part  B premium  from  $3  to  $4  per  month  is  not  pri- 
marily due  to  a rise  in  physicians’  fees,  and  the 
public  must  be  made  to  understand  this. 

Despite  the  widely-publicized  7 per  cent  rise  in 
physicians’  charges  in  the  past  year,  only  25  per 
cent  of  the  $1  premium  increase  — by  HEW’s  own 
admission  — is  attributable  to  projected  increases 
for  the  period  ahead. 

Projected  increases  in  utilization  of  covered  serv- 
ices (estimated  at  2 per  cent  a year),  resulting  in 
earlier  satisfaction  of  the  $50  deductible,  will  ac- 
count for  another  one-fourth  of  the  increase. 


Approximately  20  per  cent  of  the  $1  increase  is 
needed  to  finance  the  program  at  its  past  level  of 
operation. 

Because  of  so-called  fee  abuses,  one  senior  citi- 
zens’ group  has  urged  the  substitution  of  fixed- 
dollar  fee  schedules  for  the  current  Part  B fee 
formula  based  upon  reasonable  charges. 

Considering  the  original  intent  of  Medicare  and 
Medicaid  to  ensure  doctor  participation  by  devising 
equitable  reimbursement  formulas,  it  is  ironic  and 
short-sighted  to  dwell  on  this  7 per  cent  increase 
in  prysicians’  charges  as  the  primary  reason  for 
Part  B premium  adjustments. 

( Conti- ued  on  next  page) 
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The  current  reimbusement  formulas  for  both 
Medicare  and  Medicaid  patient  services  were  de- 
signed to  rectify  outmoded  and  unrealistic  fee  sched- 
ules for  both  welfare  recipients  and  older  persons. 

Now  that  these  long-standing  inequities  have 
been  corrected  to  a large  degree,  let’s  not  include 
as  physician  abuses  those  long  overdue  fee  incre- 
ments authorized  under  government  programs. 


Those  who  now  advocate  a regression  to  fee 
schedules  for  the  elderly  and  the  indigent  are  voic- 
ing a plea  for  a return  to  the  “charity  patient’’  con- 
cept. 

. . . Reprinted  rom  the  BLUE  SHIELD.  Newspaper 
of  the  National  Association  of  Blue  Shield  Plans. 
Vol.  4,  No.  1,  January,  1%8,  with  the  permission  of 
the  Publisher. 


GREGORY  PINCUS  1903-1967 


A stimulating  partner  of  clinical  medicine,  this 
thoughtful  expert  in  human  biology  explored  and 
helped  develop  the  oral  synthetic  progestogens  to 
effect  voluntary-  control  of  fertilization  and  hope- 
fully world  over-population. 

In  1951  Doctor  Pincus  with  M.  C.  Chang  at  the 
Worcester  Foundation  for  Experimental  Biology  in 
neighboring  Shrewsbury.  Massachusetts  embarked 
on  this  challenging  research  funded  by  a small 
grant  from  Planned  Parenthood  Federation  of 
America. 

His  conscientious  desire  to  span  the  gap  between 


basic  scientific  knowledge  and  its  beneficial  human 
application  stimulated  him  to  initiate  communica- 
tion with  clinical  investigators  such  as  John  Rock, 
the  Boston  gynecologist.  He  vitalized  these  rela- 
tionships with  his  invigorating  ability  to  harness 
his  laboratory  knowledge  with  his  colleagues’  clin- 
ical expertise,  creating  productive  and  useful  chan- 
nels of  accomplishment. 

With  his  passing,  the  basic  science  of  human  re- 
production has  lost  one  of  its  pioneers,  the  world 
has  lost  a citizen  who,  by  deed,  showed  his  concern 
for  humanity;  clinical  medicine  has  lost  an  under- 
standing friend  and  collaborator. 


MAMMOGRAPHY 


The  laudable  emphasis  on  the  early  detection  of 
cancer  is  supported  by  all  physicians.  Hence  the 
great  interest  and  enthusiasm  relative  to  Robert 
L.  Egan's  report  on  the  detection  of  breast  cancer 
by  x-ray.  Egan,  formerly  of  the  M.  D.  Anderson 
Hospital  and  Tumor  Institute  of  Houston,  reported 
the  correct  diagnosis  of  238  out  of  245  breast  can- 
cers by  mammography  (97  per  cent  accuracy).  The 
subsequent  experience  of  others  has  been  less  satis- 
factory. Martin  A.  Thomas  of  the  George  Wash- 
ington University  and  Columbia  Hospital  for  Wom- 
en, originally  enthusiastic,  has  found  the  procedure 
to  be  less  reliable  as  his  experience  has  increased. 

In  the  October  6,  1967  issue  of  Medical  World 
News  are  reported  the  results  of  the  examination  by 
Egan  of  250  random  mammograms  submitted  by 
Thomas.  Of  the  59  proved  carcinomas  in  the  group, 
only  29  were  correctly  diagnosed.  According  to  the 
report.  Egan  explains  that  these  mammograms  were 


reviewed  less  thoroughly  that  usual;  currently  at 
Emory  he  is  achieving  a 90  per  cent  accuracy  rate. 

It  appears  that  the  mammogram  is  most  reliable 
in  postmenopausal  women  with  fat  replacement  of 
breast  tissue  enabling  better  contrast  between  the 
tumor  and  surrounding  tisse.  But  this  is  variable 
and  is  not  helpful  in  the  young  woman  with  con- 
siderable epithelial  tissue  and  multiple  cysts,  the 
real  challenge. 

At  present  it  seems  reasonable  to  consider  mam- 
mography as  an  adjunct  in  breast  cancer  diagnosis. 
Philip  Strax,  senior  radiology  consultant  of  New 
York’s  prepaid  group  Health  Insurance  Plan  has  re- 
ported on  an  initial  screening  project.  In  this  study 
twice  as  many  tumors  were  detected  by  mammog- 
raphy and  palpation  as  by  physical  examination 
alone. 

Quite  possibly  with  additional  experience  and  im- 
proved techniques,  mammography  will  become  pro- 
gressively more  reliable. 


ALCOHOL  AND  HIGHWAY  FATALITIES 


Whether  through  poor  drafting  of  the  law,  ju- 
dicial permissiveness,  or  both,  the  Rhode  Island 
implied  consent  law  for  testing  blood  alcohol  in 
drivers  involved  in  accidents  has  been  largely  in- 
effective. A study  in  neighboring  Massachusetts 
again  emphasizes  the  close  relationship  between 
the  rate  of  automobile  accidents  and  alcoholic  in- 
take. 


Blood  analysis  of  675  persons  killed  in  Massa- 
chusetts motor  vehicle  accidents  in  the  last  six 
years  showed  that  more  than  half  the  victims  were 
impaired  by  alcohol  according  to  Leo  L.  Laughlin, 
state  public  safety  commissioner. 

The  number  tested  was  14  per  cent  of  the  4,754 
motor  vehicle  deaths  in  the  state  during  1962  to 
1967.  The  state  police  laboratory  used  a blood  al- 
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cohol  level  of  0.10  per  cent  or  greater  as  the  point 
of  alcohol  impairment. 

Of  301  drivers  killed  in  one-car  accidents,  207, 
or  68  per  cent,  were  impaired  by  alcohol,  23,  or  8 
per  cent,  had  been  drinking,  and  71,  or  24  per  cent, 
were  sober. 

Of  181  operators  killed  in  multiple  vehicle  acci- 
dents, 88,  or  48  per  cent,  were  impaired  by  alcohol, 
25,  or  14  per  cent,  had  been  drinking,  and  68,  or 
38  per  cent,  were  sober. 

HEARING  AID 

The  amendment  to  Title  5 of  the  General  Laws 
of  Rhode  Island  entitled  Businesses  and  Profes- 
sions sponsored  by  the  Consumers’  Council,  de- 
signed to  regulate  the  selling  of  hearing  aids,  de- 
serves the  support  of  the  Rhode  Island  physicians. 
(See  page  220  for  copy  of  legislation.) 

A hearing  aid  is  usually  recommended  when 
there  is  26  per  cent  loss  of  hearing  in  the  better 
ear,  but  this  statement  oversimplifies  the  problem. 
Sending  a patient  to  a hearing  aid  dealer  under 
present  conditions  is  like  telling  a patient  that  he 
needs  glasses  and  asking  him  to  select  a pair  from 
a basketful  of  spectacles. 

Having  determined  that  the  patient  needs  a hear- 
ing aid,  the  doctor’s  duty  has  only  begun.  He  should 
determine  within  limitations  the  type  of  hearing 
aid  needed  and  which  ear  it  should  be  fitted  to. 
Consideration  of  the  patient’s  occupation  is  im- 
portant; the  requirement  of  a bank  clerk,  for  in- 
stance, would  differ  from  that  of  a factory  worker. 
Psychological  problems  must  be  considered.  Some- 
times they  outweigh  medical  considerations.  A wom- 
an nearing  the  menopause  may  need  a hearing  aid 
for  a loss  substantially  less  than  30  decibels.  Then 
there  is  the  individual  wTho  for  years  has  been  hap- 
py with  a slight  loss  of  hearing;  but  when  a hearing 
aid  becomes  necessary,  he  is  greatly  disturbed  by 
the  variety  of  sounds  it  brings  in. 

When  the  doctor  finds  the  problem  too  time  con- 
suming, he  may  refer  his  patient  to  a Hearing  and 

A BLACK 

The  second  reported  homologus  transplantation 
of  a human  heart  in  South  Africa  is  being  ac- 
claimed by  all  men  as  a wondrous  accomplishment 
of  technical  medicine.  It  is  that.  Some  will  say 
that  immunologically,  and  technically,  this  feat  may 
yet  prove  simpler  than  kidney  transplantation.  But 
to  most  men  the  heart  is  special;  it  is  the  seat  of 
the  great  spectrum  of  man’s  emotional  structure, 
weakness  or  strength,  good  or  evil,  charity  or  self- 
ishness, love  or  hate.  The  second  heart  transplant 
is  very  special,  for  it  is  a black  heart,  fused  and 
functioning  in  a white  body.  Do  those  who  live 
and  perpetuate  a social  artefact  wronder  at  what 
they  have  done?  Is  the  new  body  black  or  white? 


Of  193  pedestrians  killed,  statistics  showed  that 
99,  or  51  per  cent,  were  impaired,  18,  or  19  per 
cent,  had  been  drinking,  and  76,  or  40  per  cent, 
were  sober.  Laughlin  noted  that  41  of  those  sober 
were  older  than  64. 

In  light  of  these  renewed  indications  from  vir- 
tually our  own  back  yard  of  the  importance  of 
keeping  drinking  drivers  off  the  road,  the  current 
session  of  the  Rhode  Island  General  Assembly 
should  be  urged  to  revise  and  make  effective  the 
present  laregly  inoperative  implied  consent  law. 

LEGISLATION 

Speech  Center,  which  offers  lip  reading  and  audi- 
tory training,  as  well  as  instruction  in  care  and  use 
of  the  hearing  aid. 

The  patient  who  through  false  pride  has  resisted 
any  suggestion  that  he  use  a hearing  aid  has  largely 
disappeared  with  the  advent  of  the  small  transistor 
type.  His  objections  can  be  easily  overcome.  More 
of  a problem  is  the  type  of  person  who  will  hasten 
to  purchase  an  aid  from  the  first  dealer  whose  ad 
catches  his  eye.  In  his  case  the  communist  defini- 
tion of  advertising  is  pertinent:  “Advertising  is 
designed  to  create  in  a prospective  customer  the 
desire  for  a product  that  he  did  not  want  and  does 
not  need,  and  to  persuade  him  to  purchase  this  ar- 
ticle at  an  inflated  price  and  to  borrow  money  to 
do  so.”  Such  an  individual  needs  the  protection  of 
the  proposed  law. 

Certification  of  the  need  for  a hearing  aid  by  a 
physician  should  be  mandatory  before  the  selling 
is  legal.  The  enactment  of  a law  containing  this 
provision  may  be  opposed  by  certain  elements  in 
the  hearing  aid  industry,  manufacturers  as  well  as 
dealers,  just  as  cigarette  manufacturers  have  op- 
posed legislation  which  is  obviously  in  the  public 
interest.  The  rare  physician  who  may  certify  the 
need  for  a hearing  aid  without  proper  examination 
of  his  patient  will  find  the  disciplinary  agencies  of 
the  Medical  Society  more  than  adequate.  Enforce- 
ment of  such  a law  should  not  be  difficult. 

HEART 

Has  the  black  heart  become  white?  Does  the  black 
heart  in  a white  body  emote  black  or  white?  Was 
it  ever  a “black”  heart? 

It  seems  fitting  indeed,  that  this  great  success 
should  have  occurred  in  South  Africa.  But  all  men 
may  ponder  the  symbolism  of  this  event.  The  black 
heart  will  sustain  its  white  owner  impartially,  un- 
emotionally, yielding  only  to  the  ultimate  deteriora- 
tion common  to  all  humans.  It  will  have  no  con- 
cern for  politics  or  social  form.  The  black  heart 
merely  pursues  its  interrupted  course  in  a new  set- 
ting. Has  a spark  from  the  moving  about  of  hearts 
among  men  lighted,  in  the  least,  the  seemingly  al- 
ways darkened  way  towards  social  oneness? 
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HOUSE  OF  DELEGATES 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 


Report  of  Actions  Taken  at  Meet- 
ing on  January  24.  1968. 

A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the  Med- 
ical Library.  Providence,  on  Wednesday,  January 
24.  1968.  The  meeting  was  called  to  order  by  the 
President.  Dr.  Stanley  D.  Davies,  at  3:10  p.m. 
The  following  delegates  were  in  attendance: 

Doctors  Edward  Asprino.  Francis  Lamb.  John 
M.  Vesey,  Joseph  E.  Wittig,  Charles  Dotterer,  Ed- 
mund Billings,  David  Hallmann,  Earl  J.  Mara.  Al- 
ton Pauli,  Orland  Smith,  Freeman  B.  Agnelli. 
Leonard  Staudinger,  Stanley  D.  Davies.  John  J. 
Cunningham.  Stephen  J.  Hove.  John  A.  Dillon, 
Harry  E.  Darrah.  J.  Robert  Bowen.  Joseph  Caru- 
olo,  Nathan  Chaset.  Frank  Fratantuono.  Irving  T. 
Gilson.  Seebert  J.  Goldowsky.  John  P.  Grady,  Her- 
bert F.  Hager,  Joseph  Lambiase.  Robert  Y.  Lewis. 
Thomas  Littleton,  William  J.  MacDonald.  Peter 
L.  Mathieu.  William  McDonnell.  James  B.  Moran, 
Gustavo  A.  Motta.  Raul  Xodarse,  Edwin  B.  O'Reil- 
ly. Arnold  Porter.  Ralph  D.  Richardson.  Richard 
P.  Sexton.  John  Turner.  II.  Henry  M.  Tyszkowski, 
Banice  Webber.  Elihu  S.  Wing.  Jr.,  and  Edmund 
T.  Hackman. 

Also  present  were  the  Executive  Secretary.  John 
E.  Farrell,  and  Doctors  Enold  Dahlquist,  Francis 
B.  Sargent.  Thomas  Forsythe,  Albert  Anderson, 
and  Rudolf  Jaworski. 

Members  absent  were:  Doctors  Charles  E.  Mil- 
lard, Charles  Serbst,  James  A.  McGrath,  Joseph 
Ruisi,  Roger  Berard,  Roger  Fontaine.  Joseph  E. 
Cannon,  John  T.  Barrett,  Henry  B.  Fletcher,  War- 
ren W.  Francis,  Alvin  Gendreau,  John  F.  W.  Gil- 
man, Milton  Hamobky,  Ralph  F.  Pike,  Carl  S. 
Sawyer  and  Stanley  D.  Simon. 

Minutes  of  Previous  Meetings 
Doctor  Davies  noted  that  the  minutes  of  the 
September  and  December  meetings  of  the  House 
had  been  mailed  to  each  delegate  by  the  Secretary. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  September.  1967,  and 
December,  1967,  meetings  of  the  House  of  Dele- 
gates, as  submitted,  be  approved  and  placed  on 
file. 


Report  of  the  Secretary 

Dr.  Stephen  J.  Hove,  Secretary,  noted  that  his 
report  of  the  actions  taken  by  the  Council  was  in- 
cluded in  the  Handbook  for  the  meeting.  He  of- 
fered to  answer  any  questions  regarding  matters 
presented. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  and  the  actions 
noted  herein  be  approved  and  placed  on  record. 

Report  of  the  Treasurer 

Dr.  John  A.  Dillon,  Treasurer,  presented  a de- 
tailed annual  report  which  was  published  in  the 
Handbook  for  the  meeting. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Treasurer,  as  sub- 
mitted. be  approved  and  placed  on  file. 

Report  of  Trustees  of  Benevolence  Fund 
The  annual  report  of  the  Trustees  of  the  Benev- 
olence Fund  was  published  in  the  Handbook  for 
the  information  of  the  House. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Trustees  of  the 
Benevolence  Fund  be  received  and  placed  on  file. 

Recommendations  of  the  Council 
Dr.  Stephen  J.  Hoye,  Secretary  noted  that  the 
Recommendations  from  the  Council  for  House  ac- 
tion were  listed  in  the  Handbook  for  the  meeting. 
Action  was  taken  as  follows: 

1 .Committee  on  Nutrition  and  Metabolism 
Action:  A motion  was  made,  seconded  and  voted 
that  the  House  authorize  the  President  to  ap- 
point a Committee  on  Nutrition  and  Metabolism. 

2.  Nominees  for  Blue  Cross  Board 

Action:  A motion  was  made,  seconded  and  voted 
that  the  House  nominate  as  its  representatives 
on  the  Board  of  Directors  of  Blue  Cross  for  1968 
Doctors  Earl  J.  Mara  and  Arnold  Porter. 

3.  Nominees  for  Physicians  Service  Board 

The  Secretary  noted  that  the  Council  had  sub- 
mitted as  nominees  for  three-year  terms  each  Doc- 
tors Paul  E.  Barber.  Seebert  J.  Goldowsky,  William 
A.  Reid,  and  Leonard  S.  Staudinger. 

Action:  The  name  of  Dr.  Robert  V.  Lewis  was 
placed  in  nomination. 

A motion  was  made,  seconded  and  voted  that 
the  nominations  be  closed  and  that  the  House 
ballot  on  the  five  nominees. 

The  President  named  Doctors  Herbert  Hager  and 
Joseph  Wittig  as  Tellers. 
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On  a written  ballot  the  following  were  elected 
as  nominees  to  the  Board  of  Directors  of  Physi- 
cians Service:  Doctors  Paul  E.  Barber,  Seebert 
J.  Goldowsky,  Robert  V.  Lewis,  and  Leonard  S. 
Staudinger. 

Election  of  Members  of  Physicians  Service 
Professional  Advisory  Committee 
The  President  noted  that  the  House  is  authorized 
to  elect  three  members  of  the  Professional  Advisory 
Committee  of  Physicians  Service.  He  called  for 
nominees. 

Action:  A motion  was  made,  seconded  and  voted 
that  Doctors  John  R.  Bowen,  Waldo  O.  Hoey, 
and  Earl  J.  Mara  be  reelected  as  the  Society's 
official  representatives  on  the  Professional  Ad- 
visory Committee  of  Physicians  Service. 

Meeting  With  Rhode  Island  AFL-CIO 

The  President  noted  that  a summary  of  a recent 
meeting  of  Society  Officers  and  other  representa- 
tives and  officials  of  the  Rhode  Island  AFL-CIO 
had  been  distributed  at  the  meeting.  He  stated  the 
conferences  had  been  held  as  authorized  by  the 
Council  and  the  House  and  that  the  recent  meet- 
ing concerned  the  plans  of  the  local  union  to  es- 
tablish a Group  Health  Association. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  proposal  of  the  AFL-CIO  for  a Group 
Health  Association  be  considered  at  the  next 
meeting  of  the  House  and  that  the  President’s 
liaison  group  continue  its  discussions  with  the 
union  regarding  its  plans. 

Blood  Bank  Committee 
The  President  noted  that  the  report  of  the  Blood 
Bank  Committee  was  included  in  the  Handbook 
and  that  it  called  for  a proposal  for  State  legisla- 
tion. He  also  stated  that  Dr.  Enold  Dahlquist, 
Chairman  of  the  Committee,  was  present  to  answer 
any  questions  regarding  the  report. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Blood  Bank  Committee 
be  received,  that  the  legislative  proposal  be  ap- 
proved, and  that  the  report  be  placed  on  file. 

Child-School  Health  Committee 

Dr.  Rudolph  Jaworski  reported  for  Dr.  John  E. 
Farley,  Chairman  of  the  Committee,  wrho  was  un- 
able to  attend  the  meeting.  Doctor  Jaworski  read 
extracts  from  the  Committee's  report  which  wras  a 
position  paper  on  School  Health  Instruction,  which 
would  be  submitted  to  the  heads  of  the  Rhode  Is- 
land school  systems. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  be  submitted  in  writing  to  the 
House  at  a subsequent  meeting  for  its  considera- 
tion and  action. 

(Continued  on  next  page) 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

* Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  ...  and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 


Maternal  Health  and  Medicine 
and  Religion  Committees 
A joint  report  developed  by  the  Committees  on 
Maternal  Health  and  Medicine  and  Religion  was 
included  in  the  Handbook.  In  addition.  Dr.  John 
Turner  submitted  for  Dr.  Paul  Conley,  Chairman 
of  the  Committee  on  Medicine  and  Religion,  a po- 
sition statement  drafted  by  representatives  of  both 
Committees  at  a December  meeting. 

Actions:  A motion  was  made,  seconded  and  voted 
to  receive  the  report  as  submitted  in  the  Hand- 
book. 

Amotion  was  made  and  seconded  to  receive 
the  position  statement  submitted  by  the  Com- 
mittees. 

An  amendment  was  made,  seconded  and  voted 
that  the  report  and  statement  be  coordinated 
into  one  report  to  eliminate  repetitions  and  that 
the  report  be  approved. 

The  motion  was  voted. 

Committee  on  Mediation 
Dr.  Francis  B.  Sargent,  Chairman  of  the  Com- 
mittee on  Mediation,  gave  an  oral  report  on  the 
work  of  his  Committee  for  the  information  of  the 
House. 

Committee  on  Physicians  and 
Carriers  Workmen's  Compensation 
The  President  noted  that  the  report  of  the  Com- 
mittee on  Physicians  and  Carriers  Workmen’s  Com- 
pensation Insurance  was  included  in  the  Handbook. 
The  report  was  discussed. 

Action:  A motion  was  made,  seconded  and  voted 
to  table  the  report. 

Public  Health  Committee 
Dr.  Thomas  Forsythe,  Chairman  of  the  Public 
Health  Committee,  reported  as  requested  by  the 
House  on  the  review  by  the  Committee  of  the 
feasibility  of  a Health  Fair  in  1969  or  1970.  He 
cited  that  the  1962  Health  Fair  had  been  staged 
at  a cost  of  approximately  $26,000,  and  a survey 
of  fairs  held  since  that  time  indicate  that  the  cost 
would  be  much  greater  now  or  in  the  near  future. 
He  reported  that  any  fair  staged  would  have  to 
equal  the  previous  one,  and  therefore  a $50,000 
cost  could  be  anticipated.  The  Committee  noted 
that  a new  arena  complex  is  being  considered  for 
downtown  Providence,  and  such  a facility  might 
offer  a setting  for  a future  Health  Fair.  At  the 
same  time  the  Committee  indicated  that  it  is  still 
interested  in  the  establishment  of  a permanent 
Health  Museum  in  Rhode  Island. 

Action:  A motion  was  made,  seconded  and  voted 
to  accept  the  report  and  place  it  on  file. 

Physicians  Service  Reports 
The  President  noted  that  the  reports  of  Board 
and  Corporation  meetings  of  Physicians  Service 
were  included  in  the  Handbook. 

(Continued  on  Page  201) 
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EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 

Phenacetin  gr.  2 Vi,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 

I Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 

Compound  with  Codeine  remains  unchallenged. 

'JZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  iNC.,Tuckahoe,  N.Y. 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


Product  Information 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form  — clear,  nongreasy, 
cosmetically  elegant. 


Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  15  and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01%—  15,  45  and  60  Gm.  tubes 
and  120  Gm.  jars.  Solution  0.01%  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo-Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonidi 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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HOUSE  OF  DELEGATES 

(Continued  from  Page  200) 

The  Executive  Secretary  reported  that  Blue 
Cross  had  turned  over  to  him  a statistical  compila- 
tion of  the  poll  of  usual  and  customary  fees  con- 
ducted by  the  Society  for  use  in  the  Medicare  pro- 
gram. He  noted  that  the  data  as  constituted  would 
need  interpretation  and  clarification  for  possible 
use,  and  he  also  asked  if  it  was  still  the  wish  of 
the  House  to  turn  the  material  over  to  legal  coun- 
sel for  confidential  storage  since  the  Council  of 
the  Society  had  suggested  that  the  data  might  be 
reviewed  by  the  Committee  on  Medical  Economics. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  statistical  data  on  the  fee  poll,  as  sub- 
mitted by  Blue  Cross,  be  turned  over  to  Mr.  C. 
P.  Williamson,  legal  counsel  for  the  Society. 

A motion  was  made,  seconded  and  voted  that 
the  Committee  on  Medical  Economics  be  author- 
ized to  poll  the  entire  membership  regarding 
usual  and  customary  fees  periodically  or  as 
necessary. 

Committee  Reports 

The  President  reviewed  the  written  reports  as 
submitted  by  Committees  and  published  in  the 
Handbook  for  the  meeting,  and  on  separate  motions 
the  following  Committee  reports  were  approved  and 
placed  on  record: 

Diabetes,  Disaster,  Future  of  the  Private  Prac- 
tice of  Medicine,  Medical  Aspects  of  Sports,  Med- 
ico-Legal, Nursing,  Publications,  Scientific  Work 
and  Annual  Meeting,  Social  Welfare,  and  the  Ad- 
visory Committee  to  the  State  Health  Department 
on  Emergency  Services. 

Report  on  Bank  Charge  Cards 

The  President  noted  that  at  the  start  of  the 
meeting  a report  had  been  distributed  on  the  sub- 
ject of  bank  charge  cards. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  subject  be  submitted  to  the  House  in 
advance  of  its  next  meeting. 

Adjournment 

The  meeting  was  adjourned  at  5:00  p.m. 

Respectfully  submitted, 

Stephen  J.  Hoye,  m.d. 

Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  September  meeting  of  the  House  of 
Delegates  the  Council  has  held  two  meetings. 
Among  the  actions  taken  were: 

1.  Support  was  given  to  the  principle  that  an 
otological  examination  by  a physician  should  be 
required  prior  to  the  sale  to  a person  of  a hearing 
aid,  and  further,  that  hearing  aid  dealers  should 
not  be  licensed  but  should  be  registered. 

2.  The  suggestion  stemming  from  the  joint  meet- 


ing held  with  the  R.I.  Bar  Association  on  Novem- 
ber 6,  1967  that  the  Society  might  consider  estab- 
lishing a panel  of  specialists  for  court  appointments 
when  expert  medical  testimony  is  needed  was  re- 
ferred to  the  Medico-Legal  Committee  for  study. 

3.  The  present  representatives  of  the  Society  to 
the  Medical  Economics  Council  were  re-appointed. 
(These  members  are:  Doctors  Stanley  D.  Simon, 
Philip  J.  Morrison,  John  J.  Cunningham,  Thomas 
Perry,  Charles  Serbst,  and  Charles  B.  Round.) 

4.  In  accordance  with  the  request  of  the  House, 
the  Council  met  with  the  Chairman  of  the  Diabetes 
Committee  and  discussed  problems  relative  to  that 
Committee’s  work.  A recommendation  for  a Com- 
mittee on  Nutrition  and  Metabolism  was  approved. 
(See  Recommendations  from  the  Council.) 

5.  Appointments  for  1968  to  the  Council  of  the 
New  England  State  Medical  Societies  were  ap- 
proved as  follows:  Doctors  Stanley  D.  Davies,  John 
J.  Cunningham,  Stephen  J.  Hoye,  Freeman  B.  Ag- 
nelli, Seebert  J.  Goldowsky  and  John  C.  Ham. 

6.  The  recommendations  to  the  Governor  by  the 
President  of  the  Society  as  the  Medical  Advisory 
Committee  to  the  Registrar  of  Motor  Vehicles  of 
Doctors  John  J.  Cunningham,  John  O.  Strom,  Lau- 
rence A.  Senseman,  and  William  F.  Garrahan  were 
approved. 

7.  The  sum  of  $300  was  voted  towards  the  sup- 
port of  the  R.  I.  Health  Facilities  Planning  Coun- 
cil for  1968. 

8.  A donation  of  $3,000  from  the  Society’s  funds 
was  made  to  the  Benevolence  Fund. 

9.  A committe  of  three  past  presidents,  and  a 
representative  of  the  Providence  Medical  Associa- 
tion, and  the  Treasurer  of  the  Society  was  author- 
ized to  consider  ways  and  means  of  securing  an 
Assistant  Executive  Secretary  and  to  establish  sal- 
aries for  the  Executive  Secretary  and  such  Assist- 
ant. 

10.  Doctors  Harry  E.  Darrah  and  Peter  L.  Ma- 
thieu  were  named  as  the  Society’s  official  delegates 
to  a special  national  conference  held  in  Chicago 
under  AMA  auspices  on  Planning  Medical  Care 
for  the  Poor. 

11.  The  Council  voted  that  the  Society’s  dele- 
gate to  the  AMA  should  support  a resolution  of 
the  North  Central  Medical  Conference  relative  to 
rescinding  an  action  taken  by  the  National  Blue 
Shield  Plans  that  would  eliminate  medical  society 
approval  of  a local  plan  if  the  majority  of  the  phy- 
sicians are  Participating  Physicians  of  the  program. 

12.  The  Council  authorized  the  President  to  ap- 
point two  members  of  the  Society  to  serve  on  a 
committee  of  the  Health  Facilities  Planning  Coun- 
cil to  study  how  hospitals  may  share  in  the  use 
of  their  facilities. 

(Continued  on  next  page) 
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13.  The  Council  reviewed  the  proposal  of  the 
Dudley  Street  Corporation  for  an  ambulatory  pa- 
tient operating  facility,  and  it  referred  the  pro- 
posal to  the  Blue  Cross  Board  through  Dr.  Earl  J. 
Mara,  one  of  the  Society's  two  representatives  on 
that  Board. 

14.  Appointments  of  the  President  for  the  Com- 
mittees on  Hospital  and  Physician  Relations,  on 
Pollution,  and  on  the  Executive  Office  were  ap- 
proved. 

15.  Approval  was  given  for  a conference  with 
officials  of  the  Rhode  Island  AFL-CIO  by  a com- 
mittee headed  by  the  President  of  the  Society  to 
discuss  the  Union's  plan  for  a Group  Health  Pro- 
gram. 

16.  The  Executive  Secretary,  designated  by  the 
AMA  as  a consultant  and  resource  person  for  its 
3rd  National  Health  Conference  on  Health  Educa- 
tion of  the  Public,  was  named  as  the  Society's  of- 
ficial representative  to  this  Conference. 

17.  The  President  was  authorized  to  submit  up 
to  six  names  of  members  of  the  Society  to  the  State 
Director  of  Social  Welfare  from  whom  he  may  se- 
lect one  or  more  for  service  on  the  General  Ad- 
visory Committee  for  Title  19  of  the  Social  Se- 
curity Act. 

18.  The  Council  approved  of  a meeting  under 
the  direction  of  the  President  with  the  officers  of 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5*s  and  25’s. 


the  Osteopathic  Association  of  Rhode  Island  for 
discussion  of  mutual  problems. 

19.  The  Council  requested  that  legal  counsel 
review  the  statutes  relative  to  legal  rights  of  phy- 
sicians in  the  rendering  of  their  services  to  the  pub- 
lic. 

20.  The  Council  voted  to  recommend  to  the 
membership  at  the  Annual  Meeting  in  May  that 
Dr.  Hubert  A.  McGuirl  of  Providence,  President- 
Elect  of  the  American  Dental  Association,  be  given 
Honorary  Membership  in  the  Society. 

21.  Appreciation  and  “thanks”  were  given  to 
Mrs.  Dejong,  Librarian,  and  Mrs.  John  J.  Cun- 
ningham of  Pawtucket  for  their  outstanding  work 
in  planning  the  decor  in  the  renovation  and  im- 
provement of  the  interior  of  the  Medical  Library. 

22.  The  annual  Financial  Report  of  the  Treas- 
urer was  approved,  subject  to  professional  audit. 

23.  The  President  was  authorized  to  name  dele- 
gates to  represent  the  Society  at  AMA  Meeting  on 
Medical  Education,  Socio-Economics,  and  a Re- 
gional Meeting  on  Medicine  and  Religion. 

24.  A special  Awards  Committee  was  authorized 
to  be  named  by  the  President  to  consider  the  ad- 
visability of  such  awards  to  members  of  the  Society. 

25.  The  Committee  on  the  Executive  Office  was 
authorized  to  continue  in  its  work  of  seeking  an 
Assistant  Executive  Secretary. 

26.  The  statistical  analysis  of  the  poll  of  fees 
secured  originally  for  Blue  Cross  was  received  by 
the  Society  and.  by  action  of  the  Council,  referred 
to  the  Committee  on  Medical  Economics  for  review 
and  report  to  the  House. 

Stephen  J.  Hoye,  m.d. 

Secretary 

REPORT  OF  THE  TREASURER 

The  financial  record  of  receipts  and  expenses  for 
the  calendar  year  1967  is  attached  to  and  made 
part  of  this  report,  together  with  the  latest  avail- 
able analysis  of  the  invested  funds  of  the  Society 
as  submitted  by  the  Trust  Department  of  the  In- 
dustrial National  Bank. 

The  records  will  be  professionally  audited  later 
this  year  by  Ward  Fisher  and  Company.  However, 
in  view  of  the  accurate  recording  of  the  affairs  of 
the  Society  I am  sure  that  the  audit  will  show  lit- 
tle. if  any.  variance  with  the  data  submitted  here- 
with. The  financial  records  are  on  file  at  the  So- 
ciety's headquarters  for  viewing  by  any  member 
interested. 

The  Agency  Account 

Mr.  Setchell.  assistant  trust  officer  of  the  In- 
dustrial National  Bank,  has  informed  me  that: 

“The  unit  value  of  the  funds  has  declined 

from  $19.65  to  $19,469  in  the  last  quarter  (of 
(Continued  on  Page  203) 
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“The  inconvenience  of  a cold” 

. 


a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
;al  symptoms.  Relief  starts  with  the  first  spray  which 
i;ns  the  inferior  part  of  the  common  meatus.  A second 
ay,  a few  minutes  later,  will  shrink  the  turbinates  to 
p provide  sinus  drainage  and  ventilation.  Dosage 
y be  repeated  every  three  or  four  hours  as  needed, 
temporary  relief  of  symptoms.  nTz  is  well  tolerated 
: overdosage  should  be  avoided, 
i a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
?p  the  nasal  passages  open  during  a cold  to  help  pre- 
it  development  of  acute  sinusitis  — or  to  help  prevent 
; acute  condition  from  becoming  chronic. 

• 

pplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
th  dropper. 


iTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Jeo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction, 
rhenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis, 
lephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


.,  nTzY 


r 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


lA//nfhrop 


Valium  (diazepam) 

useful 
adjunct 
for  the 
coronary 
patient... 


When  oppressive  feelings  and 
psychic  tensions  are  severe 
and  cooperation  with  the  phy- 
sician poor,  it  may  be  helpful  to 
add  adjunctive  Valium  (diaz- 
epam), 10  mg  or  5 mg  t.i.d.,  to 
the  coronary  patient’s  regimen. 
Valium  (diazepam)  helps  to 
promote  the  needed  relaxation 
thatthe  patient  requires  to 
make  him  less  preoccupied 
with  his  condition  and  more  in- 
clined to  cooperate  in,  and 
benefit  from,  the  total  thera- 
peutic program.  Valium  (diaz- 
epam) may  be  administered  in 
the  presence  of  secondary 
depressive  symptoms. 

in  the 


convalescing... 


ie  hospital  to  enter  a period  of 
low  restorative  treatment  is 
ften  forced  to  make  emotion- 
lly  difficult  adjustments.  The 
esulting  stress  of  this  period 
nay  again  cause  psychic  ten- 
ion  to  mount  to  potentially 
larmful  levels.  To  augment 
our  reassurance  and  the  emo- 
ional  support  of  hisfamily,  a 
mg  or5  mg  t.i.d.  regimen  of 
/alium  (diazepam)  can  reduce 
isychic  tension  and  thereby 
lelp  the  patient  to  accept 
necessary  restrictions  more 
almly,  and  to  adjust  to  his  ill- 
less  more  realistically. 


(2  mg  or  5 mg  t.i.d.) 

*he  heart  patient  who  leaves 


Getting  back  to  work  presents 
additional  stresses  for  the 
cardiac  patient.  There  are 
often  anxiety-producing  fea- 
tures in  the  job  which  can  be 
more  significant  than  the  phys- 
ical or  intellectual  demands  of 
the  work.  Valium  (diazepam), 

2 mg  or  5 mg  t.i.d.,  may  be  a 
useful  adjunct  to  reduce  over- 
reaction to  these  stresses  and 
thus  help  the  patient  to  face  job 
situations  more  calmly  and 


VElliurn@(diazepam) 

to  help 
relieve 
psychic 
Tension 

and  for  the  patient  with  tension-induced  sleeplessness, 
remember  the  value  of  an  extra  tablet  at  bedtime 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states,  moderate  to 
severe  psychoneurotic  states  with  anxiety,  apprehen- 
sion or  agitation  alone  or  with  depressive  symptoms; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  acute  agitation  due  to  alcohol 
withdrawal;  muscle  spasm  associated  with  cerebral 
palsy  and  athetosis. 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known 
hypersensitivity  to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  or  debilitated  patients  (not  more  than 
1 mg,  one  or  two  times  daily  initially)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed 
or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise 
patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical 
coordination.  Driving  during  therapy  not  recommended. 

In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  If  such  combination 
therapy  is  used,  carefully  consider  individual 
pharmacologic  effects- particularly  with  known 
compounds  which  may  potentiate  action  of  Valium 
(diazepam),  such  as  phenothiazines,  barbiturates, 

MAO  inhibitors  and  other  antidepressants.  Advise 
patients  against  simultaneous  ingestion  of  alcohol  or 
other  CNS  depressants.  Safe  use  in  pregnancy  not 
established.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Observe  usual  precautions  in  im- 
paired renal  or  hepatic  function.  Periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use. 

Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported;  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash, 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations);  changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting,  sweating)  similar  to  those  seen  with 
barbiturates,  meprobamate  and  chlordiazepoxide  HCI. 
Dosage -Adults:  Mild  to  moderate  psychoneurotic  re- 
actions, 2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  muscle  spasm  with  cerebral  palsy 
or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 

Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed  and  tolerated.  (See  Precautions.) 
Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  50  and  500. 

Roche 

laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


a puzzle 
of  antacid 
complaints 


Will  it  help  “my 
gassy  stomach?” 


a solution 
to  peptic  ulcer 
distress 


Di vision /Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


HOUSE  OF  DELEGATES 

(Continued  from  Page  202) 

1967);  however,  income  per  unit  has  increased 
from  $0,680  to  $0,698,  up  $0,018  or  2.7  per  cent 
in  the  quarter.  The  common  stock  represent 
70  per  cent  of  the  value  of  the  Pooled  Fund. 

‘‘The  devaluation  of  the  pound  by  15  per  cent 
has  posed  a new  question  when  considering  the 
investment  of  funds.  To  date  (11/22)  the  stock 
market  has  taken  the  unsettled  conditions  very 
well;  however,  we  feel  at  this  point  the  ups  and 
downs  of  the  market  are  psychological  rather 
than  being  based  upon  a cool  appraisal  of  the 
ultimate  effect  upon  the  world  economy.  Al- 
though we  hold  some  relatively  short  money,  it 
is  our  opinion  that  it  would  be  advisable  to  per- 
mit a further  re-appraisal  of  the  situation  before 
committting  any  major  part  of  the  reserve.” 

Carlotta  Williams  Bequest 
We  are  informed  by  the  Industrial  National 
Bank  that  the  estate  of  the  late  Carlotta  Williams 
is  still  in  probate  awaiting  clearance  of  the  Fed- 
eral and  State  taxes.  The  Society  is  the  beneficiary 
of  1/5  of  3/1 2th  of  the  residue  estate  when  final 
disposition  is  made.  The  Bank  believes  that  the 
estate  will  be  closed  by  the  middle  of  1968.  Gen- 
eral funds  have  been  used  for  Library  impprove- 
ments  with  approval  of  the  Council,  and  $10,373.60 
charged  against  the  bequest  from  the  Williams  Es- 
tate will  be  refunded  to  the  general  operating  fund. 

The  Tingley  Fund 

In  June  the  Industrial  National  Bank  paid 
$5,782.68  to  the  Society  from  the  Tingley  Estate 
and  this  money,  with  the  approval  of  the  Council, 
was  used  to  erect  two  rooms  at  the  rear  of  the  au- 
ditorium, one  for  use  as  an  equipment  room,  and 
one  for  future  office  space. 

John  A.  Dillon,  m.d. 

T reasurer 

BENEVOLENCE  FUND 

During  1967  the  Trustees  of  the  Benevolence 
Fund  extended  financial  aid  to  seven  physicians 
and/or  their  families.  In  addition  to  direct  cash 
payments  the  Trustees  provided  the  payment  of 
Blue  Cross  and  Physicians  Service  coverage  for 


three  beneficiaries  of  the  Fund. 

A financial  summary  for  the  year  is  as  follows: 

Savings  Account 

Cash  balance,  Industrial  National  Bank, 

Jan.  1,  1967  $12,804.04 

Receipts:  Individual  physicians,  Woman’s 
Auxiliary,  Rhode  Island  Medcial  Society  $ 3,675.06 

Total  $16,478.10 

Transferred  to  Checking  Account  in  1967  $ 5,500.00 

Balance  $10,978.10 

Interest  on  Savings  Account,  1967  $ 466.18 


Balance,  Savings  Account,  Dec.  31,  1967  $11,444.28 


March,  1968 


Checking  Account 

Cash  balance,  Industrial  National  Bank, 


Jan.  1,  1967  $ 1,079.76 

Transferred  from  Savings  Account  $'  5,500.00 


$ 6,579.76 

Expenditures  in  1967  $ 5,536.46 


Balance,  Checking  Account,  Dec.  31,  1967  $ 1,043.30 

* * * 

Total  assets  of  Fund,  Dec.  31,  1967 

Savings  Acct. : $11,444.28 

Checking  Acct. : $ 1,043.30 


$12,487.58 

* * * 

The  Trustees  again  express  their  appreciation 
to  the  Woman's  Auxiliary,  the  Society,  and  the  in- 
dividual physicians  who  made  contributions  to  the 
Fund.  Assistance  to  our  fellow  members  and  their 
families  in  their  time  of  need  is  a most  deserving 
activity  of  the  membership  and  the  Trustees  wel- 
come contributions  to  the  Benevolence  Fund  from 
physicians  any  time  during  the  year.  Such  contri- 
butions should  be  sent  to  the  Executive  Office. 

Respectfully  submitted, 

George  W.  Waterman,  m.d. 

Alfred  L.  Potter,  m.d. 

David  Freedman,  m.d. 

Chairman 

(Continued  on  next  page) 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
to  be  a bother.  May  be  repeated  every 
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BLOOD  BANK  COMMITTEE 

( 1 ) It  is  important  that  legislation  be  enacted 
declaring  blood  transfusion  a service — rather  than 
a sale  of  merchandise.  Ten  states  to  date  have  en- 
acted such  legislation  and  under  stimulation  of  the 
AMA  and  the  AABB  similar  legislation  is  being 
initiated  in  many  other  states.  Our  proposal,  ap- 
proved by  the  R.I.  Association  of  Blood  Banks  and 
the  R.I.  Association  of  Pathologists  and  having  the 
support  also  of  the  R.I.  Department  of  Health  is 
attached.  (Appendix  A) 

(2)  Current  statistics  indicate  that  MEDICARE 
patients  are  using  more  than  1/3  the  blood  being 
issued  for  transfusion  by  our  Rhode  Island  blood 
banks  and  are  furnishing  a very  low  percentage  of 
replacement  donors.  By  law  these  patients  are  re- 
sponsible only  for  replacing  the  first  three  units 
of  blood  transfused  and  the  government  pays  the 
hospital  fees  for  any  further  transfusions.  How- 
ever. the  law  does  not  remove  or  prevent  the  moral 
obligation  to  furnish  replacement  blood  donors  if 
possible. 

The  medical  profession  in  Rhode  Island  should 
be  aware  of  this  situation  and  the  necessity  for 
stimulating  donors  from  relatives  and  friends  of 
[MEDICARE  patients  regardless  of  their  dollar 
coverage  under  MEDICARE. 

Most  blood  donor  systems,  including  ours  in 
Rhode  Island  are  based  upon  replacement  dona- 
tions by  relatives  and  friends.  This  group  of  pa- 
tients to  whom  MEDICARE  is  applicable  is  far 
too  large,  and  using  far  too  much  blood  to  allow 
them  to  take  only  and  not  replace. 

Respectfully  submitted 

Enold  H.  Dahlquist,  jr.,  m.d. 

Chairman 


Appendix  .4 

Explanation  of  Need  for  Statute  on  Blood  or 
Tissue  Transfer  Services 

Blood  is  living  human  tissue  which  cannot  be 
mined,  manufactured,  or  produced.  It  can  be  ob- 
tained only  from  people,  and  preferably  from 
healthy,  conscientious  volunteer  donors. 

Our  hospital  blood  banking  system  in  Rhode  Is- 
land supports  the  concept  of  the  voluntary  donor 
as  the  primary  and  safest  source  of  blood,  and  has 
developed  Blood  Assurance  Programs  with  several 
dozen  community,  fraternal,  church  and  industrial 
groups  covering  the  blood  needs  of  nearly  half  the 
population  of  the  state. 

Most  of  our  blood  banks  participate  in  the  In- 
spection and  Accreditation  Program  of  the  Ameri- 
can Association  of  Blood  Banks  under  which  all 
facets  of  blood  bank  operation  are  closely  scruti- 
nized and  evaluated  periodically  to  insure  the  saf- 
est quality  performance.  Our  blood  bank  directors, 
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technicians  and  technologists  are  fully  aware  of 
botn  the  benefits  and  hazards  of  blood  transfusion, 
strive  to  keep  abreast  of  latest  techniques  and  safe- 
guards but  should  not  be  left  liable  for  transfusion 
injuries,  despite  a lack  of  negligence  on  their  part. 

Blood  drawn  for  transfusion  can  be  used  for 
only  a three-week  period,  if  stored  under  strictly 
controlled  refrigeration.  It  is  drawn  under  aseptic 
technique,  after  rigid  questioning  and  pertinent  ex- 
am.nation  of  the  donor.  Tests  and  examinations  on 
the  blood  are  performed  to  the  limit  of  current 
knowledge  and  feasibility  to  provide  as  safe  and 
pure  a unit  of  blood  for  transfusion  as  is  humanly 
possible.  There  are,  however,  certain  unavoidable 
hazards. 

Homologous  serum  hepatitis  may  be  accidentally 
transmitted  by  transfused  blood.  It  is  not  scien- 
tifically possible  to  detect  or  eliminate  the  virus  of 
this  disease  from  blood  even  by  utilization  of  the 
best  procedures  and  equipment  available.  If  the 
provision  of  blood  for  such  purposes  were  to  be 
treated  as  a sale  of  goods  then,  by  virtue  of  the 
statutory  implied  warranties  of  quality  and  fitness 
the  supplier  of  blood  might  be  held  liable  for  any 
injury  or  disease  caused  thereby,  despite  the  sup- 
plier’s use  of  the  utmost  care  and  precaution  in  the 
testing  and  processing  of  such  blood. 

Application  of  the  statutory  implied  warranties 
to  the  provision  of  human  blood  would  make  hos- 
pitals, as  well  as  others  involved  in  providing  hu- 
man blood  for  medical  purposes,  absolute  insurers 
— liable  for  transfusion  injuries  despite  a complete 
lack  of  negligence  on  their  part. 

It  must  be  emphasized  that  the  proposed  statute 
would  not  relieve  a hospital  in  the  slightest  degree 
of  any  liability  for  negligence  — only  the  crushing 
burden  of  liability  without  fault  in  connection  with 
blood  transfusions  would  be  obviated.  If  such  lia- 
ility  were  to  be  imposed,  either  severe  restraint 
would  be  placed  upon  the  use  of  this  vital  therapy, 
or  it  would  become  prohibitively  expensive  for 
many  patients. 

This  bill  has  no  bearing  on  malpractice  or  negli- 
gence. The  writ  of  implied  warranty  is  concerned 
only  with  liability  without  fault  or  negligence.  The 
bill  offers  no  relief  from  malpractice  or  negligent 
acts  concerned  with  blood  transfusions.  For  ex- 
ample, in  the  case  of  homologous  serum  hepatitis 
which  can  be  transmitted  by  blood  transfusions 
but  for  which  no  means  of  detection  in  the  donor 
or  his  blood  are  at  present  available,  it  would  auto- 
matically become  a negligent  act  not  to  perform 
such  a test  if  and  when  it  became  available. 

The  Board  of  Directors  of  the  American  Associ- 
ation of  Blood  Banks  issued  the  following  state- 
ment in  October  1962:  “Blood  for  transfusion  is 
human  living  tissue  and  is  not  a commodity.  Blood 
(Continued  on  Page  208) 
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• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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when  he  just;  can’t:  sleep 

Tuinal 

One-Half  Sodium  Amobarbital  an 
One-Half  Sodium  Secobarbiti 
supplied  in  %,  1%,and  3-grain  Pulvule  ' 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

'ndications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
inuous  daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions : Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage:  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 

^ Dosage:  50-200  mg.  (34-3  grains)  at  bedtime. 

[031767] 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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(Continued  from  Page  205) 

does  not  carry  an  expressed  or  implied  warranty. 
Blood  for  transfusion  is  a service.  Blood  banking 
is  an  integral  part  of  the  rendition  of  medical  serv- 
ices to  the  individual.” 

Until  recently,  trial  courts  have  generally  held 
that  the  provision  of  blood  for  transfusion  is  a 
service,  and  not  a sale,  and  that  warranties  appro- 
priate to  sales  transactions  do  not  arise. 

In  the  current  case  of  Russell  v.  Community 
Blood  Bank,  Inc.,  St.  Petersurg,  Florida,  the  Flori- 
da Supreme  Court  recently  rejected  that  view,  even 
though  there  is  presently  no  known  test  to  detect 
the  virus  of  serum  hepatitis.  A concurring  opinion 
goes  so  far  as  to  state  that  the  theory  of  ‘‘strict 
liability”  should  be  applicable. 

The  implication  of  this  precedent-setting  decision 
is  obvious  and  is  a matter  of  deep  concern  to  all 
blood  banks. 

Proposed  Statute  Declaring  the  Provision  of 
Blood  for  Transfusion  to  be  a Service  Rather 
Than  a Sale 

Blood  or  Tissue  Transfer  Services.  The  procure- 
ment, processing,  distribution  or  use  of  whole 
blood,  plasma,  blood  products,  blood  derivatives 
and  other  human  tissues  such  as  corneas,  bones 
or  organs  for  the  purpose  of  injecting,  trans- 
fusing or  transplanting  any  of  them  into  the  hu- 
man body  is  declared  to  be,  for  all  purposes,  the 
rendition  of  a service  by  every  person  partici- 
pating therein  and,  whether  or  not  any  remunera- 
tion is  paid  therefore,  is  declared  not  to  be  a 
sale  of  such  whole  blood,  plasma,  blood  produ- 
ucts,  blood  derivatives  or  other  tissues,  for  any 
purpose,  subsequent  to  enactment  of  this  section. 

DIABETES  COMMITTEE 

The  Diabetes  Committee  again  rotated  the  chair- 
man ship.  This  continued  an  important  practice 
established  by  Dr.  Albert  Tetreault  (a  former 
chairman)  who  firmly  believes  that  conferring 
chairmanship  responsibilities  at  regular  intervals 
upon  each  committtee  member  makes  a more  vital 
committee.  Thus  far,  each  of  the  recent  chairmen 
has  taken  responsibility  for  chairmanship  of  the 
annual  Diabetes  Health  Fair. 

The  full  Committee  held  two  meetings.  On  Oc- 
tober 11,  1967  our  plans  were  crystallized  for  the 
annual  Diabetes  Fair,  again  held  at  the  Cranston 
Street  Armory,  this  year  on  November  15th,  during 
national  Diabetes  wxek.  Dr.  Tadeuz  Gotlib  did  an 
excellent  job  as  the  Fair  Chairman. 

The  attached  memorandum  (Appendix  A)  from 
Dr.  Jean  Maynard,  a member  of  our  Committee 


wrho  is  also  the  Medical  Director,  Division  of 
Chronic  Diseases,  R.I.  Department  of  Health,  at- 
tests to  the  State’s  continued  co-sponsorship  of  the 
Diabetes  Fair  and  to  the  State’s  important  involve- 
ment in  implementing  the  purposes  of  the  Fair. 

On  November  13,  1967  available  members  of  the 
Committee  met  to  guide  the  chairman  in  matters 
to  be  brought  before  the  Council  of  the  Mediical 
Society.  (Previously,  the  chairman  had  appeared 
before  the  fall  meeting  of  the  House  of  Delegates 
with  certain  questions  and  he  was  then  referred  to 
the  Council.)  At  the  Council  meeting  it  was  pro- 
posed that  the  Medical  Society  establish  a Com- 
mittee on  Nutrition  and  Metabolism.  In  turn,  the 
Council  moved  to  refer  this  proposal  to  the  next 
meeting  of  the  House  of  Delegates. 

The  Diabetes  Committee  believes  that  many  of 
the  questions  put  to  us  about  diet  and  health  coun- 
seling go  beyond  the  scope  of  diabetes;  these  ques- 
tions encompass  issues  of  policy  and  public  rela- 
tions in  the  field  of  nutrition  and  metabolism  that 
affect  the  various  specialties  and  interests  of  the 
entire  membership  of  the  Medical  Society. 

An  important  question  centers  about  Medical 
Society  liaison  with  the  newly  estabhshed  Diet 
Counseling  Service,  Inc.,  under  the  auspices  of  the 
Nutrition  Council  of  R.I.,  Inc.  Many  interested 
and  knowledgeable  Rhode  Island  physicians  have 
been  so  convinced  of  the  need  for  such  a service 
that  they  have  joined  this  new  organization  at  the 
outset.  The  present  chairman  of  this  Diabetes  Com- 
mittee is  also  chairman  of  the  new  Diet  Counseling 
Service.  Other  executive  members  include  full-time 
hospital  men  who  hold  professional  rank  with  the 
newr  medical  school  at  Brown  University. 

Attached  to  this  report  is  a summary  (Appen- 
dix B)  of  a diet  counseling  service  recently  estab- 
lished by  the  Committee  on  Ntrition  and  Metabo- 
lism of  the  Philadelphia  Medical  Society.  Please 
note  that  the  Philadelphia  set-up  differs  from 
Rhode  Island  in  two  ways:  (1)  Our  diet  counsel- 
ing service  in  Rhode  Island  is  independent  of  the 
Medical  Society  but  seeks  close  liaison  wTth  the 
Society;  (2)  Our  Medical  Society  has  not  yet  es- 
tablished a Committee  on  Nutrition  and  Metabo- 
lism and  designated  it  the  responsible  body  to  con- 
sider such  an  important  liaison. 

The  Diabetes  Committee  strongly  recommends 
the  establishment  of  a Committee  on  Nutrition  and 
Metabolism.  A strong  liaison  with  the  Diet  Counsel- 
ing Service  is  also  recommended.  Already,  in  fact, 
the  organizational  executives  of  the  Diet  Counsel- 
ing Service  have  voted  executive  membership  in 
the  Diet  Counseling  Service  for  the  person  ap- 
pointed Chairman  of  such  a Committee  on  Nutri- 
tion and  Metabolism. 
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Retention  of  the  Diabetes  Committee  indepen- 
dent of  the  Committee  on  Nutrition  and  Metabo- 
lism seems  desirable  at  th  present  time. 

Respectfully  submitted, 

William  A.  Reeves,  m.d. 

Chairman 

Appendix  A 

Department  of  Health 

January  15,  1968 

Dear  Dr.  Reeves: 

At  long  last,  here  are  the  results  of  the  Diabetes 
Screening  performed  at  the  Diabetes  Fair  at  the 
Cranston  Street  Armory  on  November  15,  1967. 

There  was  a total  of  2,568  persons  screened,  in- 
cluding 166  known  diabetics.  Of  the  unknown  dia- 
betics (2,402),  there  were  163  positives.  To  date, 
21  of  the  latter  have  been  retested  and  found  to 
be  wdthin  normal  limits,  while  23  have  been  re 
ferred  to  their  physicians  because  of  positive  re- 
testing and  strong  suspicion  of  having  diabetes.  Of 
the  remainder  (119),  some  may  have  been  already 
retested  by  their  physicians,  but  they  are  part  of 
the  follow-up,  and  we  will  not  have  a definite  diag- 
nosis on  these  ,as  well  as  the  retested  positives,  for 
a few  more  weeks. 

In  comparison,  at  the  previous  year's  Fair  on 
November  16,  1966,  a total  of  3,212  people  were 
screened,  including  191  known  diabetics.  There 
were  154  positive  screenees,  and  a yield  of  39  new 
diagnosed  cases  of  diabetes. 

The  decrease  in  number  of  people  attending  the 
Fair  this  past  year  was  undoubtedly  due  to  the 
inclement  weather  — when  we  had  our  first  snow- 
storm of  the  winter. 

Sincerely  yours, 

Jean  M.  Maynard,  m.d.,  m.p.h. 

Medical  Director 

Division  of  Chronic  Diseases 

Appendix  B 

New  Diet  Counseling  Service 

Individual  and  group  instruction  on  modified 
diets  for  patients  of  private  physicians  is  now  avail- 
able in  Philadelphia  through  a Diet  Counseling 
Service  recently  established  by  the  Committee  on 
Nutrition  and  Metabolism  of  the  Philadelphia  Med- 
ical Society.  Co-sponsors  are  the  Heart  Association 
of  Southeastern  Pennsylvania  and  the  Delaware 
Valley  Diabetes  Association. 

This  program  is  an  attempt  to  alleviate  patients’ 
difficulties  in  maintaining  dietary  programs  at 
home.  Although  dietary  services  are  usually  avail- 
able to  hospital  staff  physicians,  diet  therapy  is 
often  interrupted  for  a patient  when  he  leaves  the 
hospital.  Physicians  with  no  direct  hospital  affilia- 


tion and  whose  patients  need  dietary  care  may  also 
use  the  service. 

Counseling  will  be  given  on  a referral  basis  only 
from  physicians  or  appropriate  agencies,  with  help 
available  for  patients  under  treatment  for  diabetes 
mellitus,  obesity,  hypertension,  cardiac  disorders 
including  coronary  artery  disease,  gastrointestinal 
disorders,  and  undernutrition. 

The  diet  counselors  are  qualified  dietitians, 
whose  salaries  are  paid  from  fees  charged  in  ac- 
cordance with  the  patient’s  ability  to  pay.  Indigent 
patients  receive  free  service. 

Journal  oj  American  Dietetic  Association  Dec.  1967 

DISASTER  MEDICAL  CARE  COMMITTEE 

Disaster  Committee  meetings  were  held  in  the 
Medical  Society  executive  offices  on  Monday  eve- 
ning, November  13,  and  on  Monday  evening,  De- 
cember 4,  1967.  Both  concerned  themselves  with 
plans  for  implementing  a day-long  symposium  on 
mass  casualty  management.  A site,  a group  of  spek- 
ers,  a date,  and  an  agenda  were  discussed  in  depth 
and  preliminary  plans  formulated.  At  a January 
meeting  topical  details  and  final  arrangements  are 
to  be  completed.  The  meeting,  to  be  held  Saturday, 
March  9,  1968,  at  Roger  Williams  General  Hos- 
pital's Kay  Auditorium,  is  being  sponsored  jointly 
(Continued  on  next  page) 

TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 
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by  the  Society  and  by  the  Division  of  Health  Mo- 
bilization. United  States  Public  Health  Service.  It 
is  to  be  entitled  “A  Workshop  on  Emergency  Med- 
ical Care.’’  The  keynote  speaker  will  be  a member 
of  the  Committee  on  Trauma,  of  the  American  Col- 
lege of  Surgeons.  It  is  to  be  aimed  at  the  ambulance 
rescue  squads  of  the  State. 

Respectfully  submitted. 

John  B.  Lawler,  m.d. 

Chairman 

ADVISORY  COMMITTEE  TO  STATE  HEALTH 
DEPARTMENT  ON  EMERGENCY  SERVICES 

The  committee  during  the  past  months  has  been 
working  closely  with  the  Rhode  Island  Department 
of  Health,  the  Citizen’s  Advisory  Committee  on 
Emergency  Medical  Services,  and  the  Hospital  As- 
sociation on  matters  pertaining  to  Emergency  Care. 

The  National  Highway  Safety  Act  which  has  a 
specific  section  dealing  with  emergency  care  has 
been  reviewed  along  with  recommendations  sug- 
gested by  the  American  College  of  Surgeons  per- 
taining to  Standards  for  Emergency  Ambulance 
Services.  It  appears  that  legislation  concerning  all 
areas  of  Emergency  Medical  Services  will  be  in- 
troduced during  the  coming  year. 

The  committee  is  interested  in  establishing  a 
training  service  for  rescue  squads  and  ambulance 
services  in  local  districts  of  the  state  in  the  proper 
handling  and  transporting  of  the  sick  and  injured. 
It  is  felt  this  training  service  will  standardize  the 
type  of  emergency  care  given  to  accident  victims 
throughout  the  State.  Such  programs  would  imple- 
ment and  expand  the  conference  planned  by  the 
Society’s  Committee  on  Disaster  to  be  held  on 
March  9 for  rescue  and  emergency  service  volun- 
teers. 

Rescue  personnel  from  around  the  State  have 
asked  the  committee’s  advice  concerning  the  han- 
dling of  persons  dead  on  arrival,  ethical  reporting 
of  accident  facts  to  news  media,  a tagging  system 
for  accident  victims,  and  certification  of  personnel 
for  rescue  work. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


The  resurveving  of  the  thirteen  (13)  hospital 
emergency  room  has  been  completed  by  the  Hos- 
pital Association.  Dr.  Karas  was  the  Medical  So- 
ciety’s representative  on  the  surgery  team.  The 
survey  has  proven  to  be  a valuable  asset  in  guiding 
hospital  emergency  room  improvements. 

Respectfully  submitted. 

Joseph  Delfino,  m.d. 

Chairman 

MEDICAL  ASPECTS  OF  SPORTS 

The  Committee  on  the  Medical  Aspects  of  Sports 
of  the  Rhode  Island  Medical  Society  is  planning 
another  National  Meeting,  which  will  be  co-spon- 
sored by  the  Rhode  Island  Medical  Society  and  the 
University  of  Rhode  Island  and  will  be  held  during 
the  middle  part  of  August,  1968,  in  the  Keaney 
Gymnasium  of  the  LTniversity  of  Rhode  Island. 
Letters  of  invitation  have  been  submitted  to  many 
prominent  trainers  and  doctors  in  the  field  of  sports 
medicine. 

PHYSICIANS  AND  CARRIERS  WORKMEN'S 
COMPENSATION 

The  Physicians  and  Carriers  Workmen’s  Com- 
pensation Committee  has  held  two  different  meet- 
ings since  the  last  report  with  four  cases  having 
been  resolved.  The  most  frequent  type  of  cases 
brought  before  this  Committee  are  those  dealing 
with  charges  made  for  surgical  repair  of  inguinal 
herniae.  Surgeons  and  Carriers  not  infreqently  dif- 
fer on  the  fees  charged  for  surgical  initial  repair 
of  a hernia,  as  well  as  fees  involved  in  the  repair 
of  the  recurrent  hernia. 

Another  common  difference  is  that  dealing  with 
the  charge  made  for  routine  office  visits. 

Again,  I wish  to  report  that  in  practically  every 
case  both  parties  accepted  the  recommendation  of 
the  Committee. 

The  Committee  recommends  that  a workmen’s 
compensation  fee  schedule  be  set  up,  such  as  exists 
in  many  states,  in  order  to  avoid  the  differences 
which  not  infrequently  take  place  regarding  fees. 

SCIENTIFIC  WORK  AND  ANNUAL  MEETING 

The  Committee  on  Scientific  Work  and  Annual 
Meeting  is  very  happy  to  report  that  the  plans  for 
the  May,  1968  Meeting  are  complete.  The  roster 
of  speakers,  together  with  their  titles  for  the  two- 
dav  program  was  completed  several  weeks  ago. 
The  Chapin  Orator  will  be  Milton  Helpern,  M.D., 
Chief  Medical  Examiner  of  New  York  City.  Mi- 
chael DeBakey,  M.D.,  world-renowned  vascular 
surgeon,  will  deliver  one  of  the  featured  talks  on 
Wednesday,  May  8,  1968.  This  year  we  are  also 
very  fortunate  in  having  the  President  of  the  Amer- 
ican Medical  Association,  Milford  O.  Rouse,  M.D., 
who  will  not  only  bring  the  greetings  of  the  Ameri- 
can Medical  Association,  but  will  also  deliver  a 
scientific  talk.  The  luncheon  speaker  will  be  James 
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Goddard,  M.D.,  Commissioner  of  the  Food  and 
Drug  Administration. 

Respectfully  submitted, 

A.  A.  Savastano,  m.d. 

Chairman  oj  All  Three  Committees 

MEDICO-LEGAL  COMMITTEE 

During  the  past  year,  the  Medico-Legal  Com- 
mittee has  been  quite  active  and  I think  it  has 
accomplished  a great  deal.  At  the  beginning  it  was 
apparent  that  better  relationship  needed  to  be  es- 
tablished between  the  Medico-Legal  Committee  of 
the  R.I.  Bar  Association  and  our  own  committee. 
This  was  accomplished  by  a series  of  informal 
meetings  and  dinners  with  each  committee  alter- 
nating as  hosts.  A very  good  understanding  of  each 
others  problems  was  accomplished  by  these  early 
meetings. 

Early  in  June  we  contributed  greatly  to  a sym- 
posium at  University  of  Rhode  Island  sponsored 
by  the  continuing  education  committee  of  the  R.I. 
Bar  Association.  This  was  a very  successful  event 
and  many  doctors  participated  in  this  symposium. 
A further  combined  effort  was  held  on  November 
6,  1967  at  Rhode  Island  College  where  a group  of 
lawyers  met  with  us  to  evaluate  programs  for  the 
screening  of  alleged  malpractice  claims  by  pre-trial 
consultation.  We  were  honored  by  having  Honor- 
able James  Bulman,  Associate  Justice,  Superior 
Court  of  Rhode  Island,  Mr.  Charles  P.  Williamson, 
esquire,  Legal  Counsel  for  the  Rhode  Island  Med- 
ical Society,  Mr.  Guy  M.  Wells,  esquire,  member 
of  the  Judiciary  Committee,  R.I.  Bar  Association, 
and  Mr.  Kirk  Hanson,  Chairman,  Medico-Legal 
Conference  Committee,  R.I.  Bar  Association.  At 
this  meeting,  I believe  we  demonstrated  very  ade- 
quately that  these  pre-trial  consultations  usually 
are  not  to  the  advantage  of  the  defendant  physi- 
cian. The  benefits  would  seem  to  accrue  to  the 
plaintiff. 

Many  small  matters  were  brought  to  the  atten- 
tion of  your  chairman  and  these  matters  were  in 
the  most  part  very  quickly  and  satisfactorily  settled 
by  conference  with  the  chairman  of  the  R.I.  Bar 
Association  Medico-Legal  Committee. 

We  hope  to  continue  this  good  relationship  and 
it  is  our  intention  to  do  everything  we  can  to  con- 
tinue along  these  lines. 

There  are  several  problems  as  yet  unsolved  which 
would  seem  to  require  a good  deal  of  study  and 
attention.  These  will  be  brought  to  the  attention 
of  the  Society  in  the  near  future  and  possible  solu- 
tions will  be  explored. 

Respectfully  submitted, 

Nathan  Chaset,  m.d. 
Chairman 

(Continued  on  next  page) 
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THYROID  PROFILE 
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HOPKINS  MEDICAL  LABORATORY 


IN  3 HOURS! 


a proved,  accurate  thyroid  function  test'-4 
(1-triiodothyronine 
test  for  determining 
the  thyrobinding  index 
of  serum  or  plasma) 


Unaffected  by  high  iodine  diets 
or  any  iodine  the  patient  may  be 
taking  therapeutically  or  diagnostically 
(opaque  dyes). 

Only  2 ml  of  patient’s  serum  or 
plasma  is  required.  The  patient 
does  not  have  to  take  or  use  anything. 
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1.  Scholer.  J.  F.:  J.  Nuclear  Med.  3:41.  1962.  2. 
Foeckler,  F..  et  al..  Paper,  Meet.  Soc.  Nuclear  Med., 
June  1962.  3.  Sodee,  B.:  Paper,  Meet.  Soc.  Nuclear 
Med.,  June  1962.  4.  Nordyke,  A.  M.,  et  al.:  Paper. 
Meet.  Soc.  Nuclear  Med.,  June  1962. 
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THE  FUTURE  OF  THE  PRIVATE  PRACTICE 
OF  MEDICINE 

Concerns  for  the  Future: 

Private  Medical  Practice  Related  to  Hospital 

Patient  Care. 

Physician  Members  of  Boards  of  Directors 
of  Hospitals 

At  the  annual  meeting  held  June  18-22,  1967,  in 
Atlantic  City,  New  Jersey,  the  AMA  House  of  Del- 
egates, in  Resolution  Xo.  94,  reiterated  and  added 
to  the  following  resolution  which  it  had  passed  in 
June  1966:  ‘‘That  it  be  the  policy  of  the  AMA: 
That  hospital  governing  boards  be  urged  to  include 
physicians  in  their  membership:  that  also  other  ap- 
propriate representatives  of  hospital  medical  staffs 
should  attend  and  participate  in  the  meetings  of 
hospital  governing  boards,  but  that  the  mode  of 
this  participation  be  a matter  for  local  determina- 
tion: and  that  the  state  and  local  medical  societies 
be  urged  to  seek  the  cooperation  of  their  respective 
hospital  associations  to  implement  this  policy.” 
The  additions  in  1967  read  as  follows:  ‘‘That  the 
Joint  Commission  on  Accreditation  of  Hospitals  be 
requested  to  encourage  through  its  publications  and 
in  its  surveys  the  acceptance,  wherever  possible,  of 
physicians  elected  or  appointed  by  the  medical  staff 
to  the  Board  of  Trustees  with  full  voting  rights  as 
the  most  effective  form  of  liaison  between  the  med- 
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ical  staff  and  hospital  governing  autthorities;  and 
. . . That  this  House  of  Delegates  direct  the  Board 
of  Trustees  to  instruct  the  AMA  Commissioners  to 
the  Joint  Commission  on  Accreditation  of  Hospitals 
to  seek  full  cooperation  of  the  Joint  Commission  on 
Accreditation  of  Hospitals  in  implementing  this 
principle.” 

Strong  support  for  these  resolutions  is  contrib- 
uted by  the  American  College  of  Surgeons,  the 
American  College  of  Physicians  and  by  recognized, 
expert  legal  opinion  in  the  Regan  Report  on  Hos- 
pital Law,  Yol.  8.  Xo.  7,  October  1967,  as  reprinted 
on  page  804  of  the  December  1967  Rhode  Island 
Medical  Journal.  As  pointed  out  in  the  Regan 
Report.  “Men,  who  have  spent  most  of  their  adult 
lives  walking  hospital  corridors,  using  hospital 
equipment  and  working  with  hospital  employees 
are  bound  to  have  some  positive  thoughts  about 
ways  and  means  of  providing  quality  care  at  rea- 
sonable cost  to  the  patient.”  Providing  this  care, 
which  involves  the  art  as  well  as  the  science  of 
medicine,  is  the  primary  purpose  of  both  a hospi- 
tal's governing  board  and  its  medical  staff.  There- 
fore, an  effective  liaison  must  exist  between  these 
two  essential  groups  in  order  to  avoid  development 
of  frictions  which  could  utterly  defeat  accomplish- 
ment of  their  mutual  primary  purpose.  Such  fric- 
tions usually  develop  because  of  a breakdown  in 
communications.  Medical  staff  discontent  then  re- 
sults; and  if  it  is  not  remedied,  it  grows  and  leads 
to  poor  morale  at  all  levels  of  hospital  operations 
with  a consequent  deterioration  in  the  ability  to 
provide  high  quality,  reasonably  priced,  medical 
care.  The  problem  that  then  becomes  a concern 
for  the  Joint  Commission  on  Hospital  Accredita- 
tion; hence  the  recent  action  on  Resolution  94  by 
the  AMA  House  of  Delegates. 

Although  Executive  Committees  and  Joint  Con- 
ference Committees  can  function  as  adequate  liai- 
sons in  atmospheres  of  mutual  respect  and  trust  be- 
tween medical  staffs,  governing  boards  and  admin- 
istrative personnel,  they  can  become  ineffective  the 
moment  some  outside  force  (such  as  the  govern- 
ment) sees  fit  to  play  one  against  the  other  for  its 
own  ends.  Such  were  recently  revealed  in  a 32-page 
speech  by  Undersecretary  of  Heath,  Education  and 
Welfare.  Wilbur  Cohen,  before  a hospital  planning 
meeting  in  Chicago,  when  he  disclosed  that  gov- 
vernment  plans  include:  (1)  Higher  and  higher 
health  care  taxes  (2)  Complete  control  of  all  hos- 
pital activities  and  (3)  Replacement  of  private 
practice  by  salaried  physicians  in  these  hospitals. 
The  only  realistic  means  for  protecting  the  quality 
of  our  patients’  medical  care  from  Mr.  Cohen’s 
divide-and-conquer  governmental  assault,  is  to 
maintain  adequate  liaison  between  hospital  govern- 
ing boards  and  medical  staffs  via  physicians  who 
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are  freely  elected  to  rotating  terms  of  membership 
cn  a hospital’s  governing  board  by  its  medical  staff. 

An  important  step  was  taken  in  this  regard  by 
the  medical  staff  at  Roger  Williams  General  Hos- 
pital on  December  18,  1967  when  it  unanimously 
voted  approval  of  a proposed  amendment  to  the 
Staff  By-Laws  as  follows: 

“1.  That  at  least  three  members  of  the  Medical 
Staff  shall  serve  as  members  of  the  Board  of  Trus- 
tees after  being  freely  nominated  and  elected  by 
the  Active  Medical  Staff  for  terms  of  three  years 
each  except  that  initially  one  member  shall  be 
elected  for  a term  of  one  year,  one  for  two  years, 
and  one  for  three  years. 

“2.  That  the  three  elected  representatives  from 
the  Medical  Staff  shall  also  be  members  of  the 
Executive  Committee  of  the  Board. 

“3.  That  the  President  of  the  Staff  and  the 
Chairman  of  the  Executive  Committee  or  members 
of  the  Staff  delegated  by  them  shall  be  observers  at 
all  meetings  of  the  Board  of  Trustees  and  shall 
serve  on  all  liaison  committees  between  the  hospital 
and  Brown  University  or  other  hospitals  or  organi- 
zations.” 

Action  on  this  by  the  Board  of  Trustees  is  pend- 
ing. 

Hospital  Staff  Tenure 
Principle  of  "Due  Process" 

In  Resolution  No.  24  at  the  aforementioned 
meeting,  the  AMA  House  of  Delegates  called  upon 
the  Joint  Commission  on  Accreditation  of  Hospitals 
to  include  in  its  Standards  for  Hospital  Accredita- 
tion the  principle  of  “due  process”  regarding  actions 
on  physicians’  hospital  privileges  and  to  require  ev- 
idence that  medical  staff  by-laws,  rules  and  regula- 
tions set  forth  procedures  to  ensure  such  due  pro- 
cess. The  resolution  outlines  a suggested  proce- 
dural format  to  be  followed  when  a staff  physician 
is  not  recommended  for  reappointment  or  it  is 
recommended  that  his  privileges  be  curtailed: 

1.  Written  notification  by  Executive  Committee 
Chairman  to  involved  physician,  outlining  reasons 
for  lack  of  reappointment  or  for  privilege  curtail- 
ment. 

2.  Upon  receipt  of  protest  by  involved  physician. 
Executive  Committee  appointment  of  a fact-finding 
Hearing  Committee. 

3.  If  evidence  indicates  involved  physician  should 
not  be  reappointed  or  that  his  privileges  should  be 
curtailed,  appointment  of  entirely  new  Judicial  Re- 
view Committee  to  weigh  all  evidence  and  hear 
involved  physician’s  defense  with  or  without  coun- 
sel. 

4.  Review  of  Judicial  Review  Committee  recom- 
mendations by  Executive  Committee  which  then 
formulates  and  sends  its  own  recommendations  to 
Governing  Board. 
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5.  Resolution  of  differences  of  opinion  between 
Executive  Committee  and  Governing  Board  by  a 
committee  representative  of  each  group. 

Hospital  Staff  Appointment 
Principle  of  "Single  Standard" 

In  Resolution  No.  17  at  the  same  meeting,  the 
AMA  House  of  Delegates  endorsed  “the  principle 
of  a single  standard  with  respect  to  staff  appoint- 
ments among  all  physicians,  having  equivalent  cre- 
dentials in  all  hospital  departments  and  services, 
as  a means  of  assuring  maximum  freedom  of  choice 
of  physicians  by  patients  and  of  consultants  by  staff 
members,  among  all  available  and  qualified  doctors 
of  medicine  practicing  in  the  hospital’s  community 
area.” 

This  was  passed  in  view  of  the  observation  that 
considerations  unrelated  to  professional  qualifica- 
tions have  been  employed  in  appointments  of  so- 
called  “hospital-based  specialists”  with  a resultant 
double  standard  of  hospital-staff-appointment  poli- 
cy between  such  hospital-based  physicians  and  oth- 
er types  of  practitioners.  The  cause  for  all  concern 
is  the  realization  that  such  double  standards  would 
eventually  lead  to  no  or  few  hospital  privileges  for 
the  private  practitioner.  His  patients  would  then 
be  forced  to  accept  a break  in  the  continuity  of 
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their  care  upon  hospital  admission  and  then  again 
on  discharge,  unless  they  transferred  to  fully  hos- 
pital-based care  in  ambulatory  patient  centers.  Per- 
sonalized patient  care  under  such  circumstances 
would  become  a thing  of  the  past,  and  along  with 
it.  so  would  the  former  high  quality  that  is  attain- 
able only  when  the  art  as  well  as  the  science  of 
medicine  can  be  practiced. 

Social  Security  Amendments  of  1967 
Billings  and  Hospital  Certifications 

Your  Committee  on  the  Future  of  the  Private 
Practice  of  Medicine  is  pleased  to  report  that  two 
changes  in  Medicare  recommended  by  this  com- 
mittee for  physician  support  have  become  fact  as 
of  January  2,  1968: 

1.  Medicare  payments  can  now  be  made  to  pa- 
tients on  the  basis  of  an  itemized  bill  that  does  not 
have  to  be  already  receipted  by  the  doctor.  This 
has  not  yet  been  made  applicable  to  medicaid,  how- 
ever, and  diligent  effort  with  our  legislators  to  make 
it  so  is  heartily  recommended. 

2.  Certification  of  medical  necessity  for  general- 
hospital  admission  and  outpatient  services  has  been 
eliminated.  Certification  is  still  required,  however, 
for  psychiatric,  tuberculosis  and  extended-care  fa- 
cilities as  well  as  on  the  14th  day  in  general  hos- 
pitals with  subsequent  recertifications,  as  before. 
Here,  too,  continued  effort  to  have  these  insulting 
and  unnecessary  requirements  deleted  from  the  law 
is  in  order.  Meanwhile,  the  AMA  continues  to  urge 
that  hospital  staffs  adopt  procedures  which  would 
enable  certification  and  recertification  to  be  ac- 
complished by  admission  and  progress  notes  in  the 
permanent  hospital  record,  as  the  law  permits, 
rather  than  by  a specific  form  arbitrarily  imposed 
by  a hospital  or  some  third  party  carrier,  acting  as 
government  intermediary. 

In  regards  to  this,  and  carrying  certain  other  in- 
teresting implications,  the  AMA  House  of  Dele- 
gates noted  that  the  imposition  of  arbitrary  rules 
and  regulations  on  physicians  by  hospital  adminis- 
tration or  any  other  entity  without  the  approval 
of  the  medical  staff  is  in  violation  of  procedures 
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recommended  by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals.  The  House  called  for  the  re- 
porting of  such  violations  to  the  local,  state  and 
national  societies  as  well  as  to  the  Joint  Commis- 
sion for  appropriate  action. 

Respectfully  submitted, 

Albert  S.  Anderson,  m.d. 

Chairman 

COMMITTEE  ON  NURSING 

Report  of  your  delegate  to  the  recent  conference 
in  Chicago  of  state  medical  society  liaison  commit- 
tee representatives  with  nursing  conducted  by  the 
American  Medical  Association's  Committee  on 
Nursing. 

Major  changes  in  nursing  education  were  fore- 
casted by  many  speakers  including  a Columbia 
University  educator.  The  speaker,  Doctor  Lambert- 
son,  declared  “that  the  health  services  available  to 
our  citizens  are  being  adversely  affected  in  both 
quality  and  quantity  by  shortages  of  physicians, 
nurses  and  other  members  of  essential  and  emerg- 
ing health  disciplines.”  This  finding  was  found  to 
be  univesal  in  every  state,  of  the  46  represented. 
The  major  problems  is  a lack  of  “talented  man- 
power” and  in  the  future  we  must  expect  “more 
clearly  defined  areas  of  nursing  practice  and  more 
clearly  defined  educational  programs.”  She  envis- 
aged three  levels  of  workers  — the  clinical  and  gen- 
eral practitioners  of  nursing  and  supporting  nursing 
personnel.  The  pattern  coming  into  focus  is  that 
of  more  clearly  defined  collaborative  roles  between 
nurses  and  physicians  in  practice.  This  can  only 
result  in  quality  patient  services. 

The  so-called  “Idaho  Plan”  described  by  Sister 
M.  Raphael,  R.N.,  M.S.,  C.S.C.  Sister  Raphael 
who  is  now  the  director  of  School  of  Nursing,  Holy 
Cross  Hospital,  Salt  Lake  City.  The  New  Hamp- 
shire Plan  was  described  by  Dr.  Sheilds  J.  Dunbar, 
Jr.  of  Concord.  In  many  aspects  it  resembles  the 
Idaho  plan. 

Following  are  the  results  as  they  appear  to  the 
physicians  and  nurses  in  Idaho:  Positive  findings: 

1.  Only  doctors  and  registered  nurses  in  organi- 
zation. 

2.  Definite  time  of  joint  meetings  (quarterly). 

3.  Annual  statement  submitted  to  delegations 
from  both  groups. 

4.  Inclusion  of  all  segments  of  nursing  and  med- 
ical association. 

5.  Deciding  on  joint  statement. 

6.  Reiteration  of  primacy  of  patient. 

Negative  findings: 

1.  Avoidance  of  economic  aspects  of  physicians, 
nursing  and  hospital  relations. 

2.  Avoidance  of  having  help  of  adequate  legal 
counsel. 
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3.  Avoidance  of  other  branches  involved  in  total 
care  of  patient. 

4.  Try  to  correct  above  mentioned  mistakes  in 
procedure  and  philosophy. 

There  are  now  3 million  people  (300  titles)  in- 
volved in  furnishing  health  care  in  this  country. 
Due  to  rapid  social  and  scientific  changes  all 
branches  of  medical  care  are  now  becoming  increas- 
ingly specialized.  Nursing  care,  ideally,  requires 
special  training  in  the  post-graduate  years.  There 
is  also  an  increasing  overlapping  of  professional 
and  technical  aspects  of  therapy:  e.g.  cardiac  mon- 
itoring, intensive  care  units,  coronary  units,  cardiac 
and  brain  surgery,  etc. 

Community  hospitals  and  smaller  training  schools 
are  rapidly  phasing  out  their  programs  because  of 
the  substantial  financial  loss,  difficulty  in  recruit- 
ing applicants  and  faculty.  The  rapid  increase  in 
the  number  of  Junior  Colleges  would  certainly  sug- 
gest that  this  might  be  the  area  where  many  of  our 
future  nurses,  with  or  without  subsidies,  will  be 
educated.  The  matter  of  associate  degrees,  trans- 
fer of  credits  accumulated  towards  more  advanced 
training  and  post-graduate  work  were  freely  dis- 
cussed. It  was  also  noted  that  in  a number  of 
states,  legislation  had  been  enacted  making  two 
years  (or  less)  the  requirement  for  obtaining  an 
R.N.  degree. 

Respectfully  submitted, 

Maurice  Adelman,  m.d. 

Chairman 


PUBLICATIONS  COMMITTEE 

The  Rhode  Island  Medical  Journal,  the  chief 
concern  of  the  Publications  Committee,  will  appear 
in  January  1968  with  its  new  cover.  This  event 
merely  punctuates  the  concern  of  the  Committee 
for  ever-improving  the  Journal,  not  only  in  ap- 
pearance, but  in  material,  in  financial  stability, 
and  in  its  comparative  standing  throughout  the 
country.  This  has  been  accomplished  under  the  able 
leadership  of  Editor  Seebert  Goldowsky  and  an 
enthusiastic  Publications  Committee. 

Two  members  of  the  Publications  Committee  at- 
tended the  National  Conference  of  the  State  Med- 
ical Journals  wherein  valuable  insights  and  discus- 
sion of  problems  pertinent  to  the  publication  of 
State  Medical  Journals  were  had.  Following  this 
meeting,  two  of  the  Directors  of  the  State  Medical 
Journal  Advertising  Bureau  met  with  the  full  Com- 
mittee at  a meeting  in  Providence,  where  a wide 
range  of  problems  of  advertising,  editorial  and 
technical,  were  discussed. 

As  a result  of  our  contract  with  the  Medical 
Journal  Advertising  Bureau  our  revenues  have  been 
sufficient  to  make  the  Journal  self-supporting.  It 
is  anticipated  that  this  will  continue.  A new  fac- 
tor has  been  added,  however,  that  any  advertising 
profits  of  publications  such  as  ours  in  the  future 
may  be  subject  to  taxation,  according  to  interpre- 
tation of  the  Internal  Revenue  Service.  From  a 
practical  view,  however,  since  the  Journal  has  rare- 
(Continued  on  next  page) 


Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.1 

*As  shown  by  in  vitro  studies. 

l.Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 

65:311  (Feb.)  1953. 


I R 

O 

RORER 
9 E 
R 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


March,  1968 


215 


ly  provided  financial  support  to  the  Society  and  has 
indeed  at  times  required  subsidies,  this  ruling  will 
have  very  little  effect  upon  either  Journal  or  the 
revenues  of  the  Society. 

It  is  anticipated  that  1968  will  continue  to  see 
a gradual  and  continuing  improvement  in  all  aspects 
of  the  publication  of  the  Journal. 

Respectfully  submitted. 

Robert  V.  Lewis,  m.d. 

Chairman 

PUBLIC  HEALTH  COMMITTEE 

The  Public  Health  Committee  met  in  January 
1968,  to  evaluate  the  feasibility  of  staging  a Health 
Fair  in  1969,  1970,  or  later. 

You  may  recall  some  details  of  our  very  success- 
ful Fair  of  1962  during  our  sesquicentennial  year 
held  at  the  Armory;  82,000  people  visited  the  ex- 
hibits — a record  attendance  for  the  Armory.  The 
total  cost  of  the  Fair  was  $26,000  and  the  Med- 
ical Society  spent  $1,500.00  of  its  own  funds  over 
and  above  receipts  from  a $20.00  per  capita  assess- 
ment. 

The  AMA  indicated  that  not  as  many  Fairs  are 
now  being  held  and  that  no  one  has  offered  a re- 
peat performance,  very  likely  due  to  costs  involved. 


They  indicate  that  fairs  cost  what  you  make  them 
and  that  more  than  one-third  are  serious  money 

losers. 

The  Nebraska  State  Medical  Association  recently 
held  a fair,  and  in  correspondence  states:  “In  a 
nutshell,  it  was  a tremendous  success  — but  a fi- 
nancial flop.  It  looks  like  the  total  cost  will  be 
$60,000  of  which  we  owe  $21,000.” 

Our  Committee  is,  therefore,  pessimistic  regard- 
ing staging  another  fair.  We  estimate  a total  cost 
of  no  less  than  $50,000;  we  feel  that  any  repeat 
performance  must  necessarily  be  at  least  as  good, 
probably  bigger  and  better  than  the  last.  A single 
assessment  to  cover  estimated  cost  would  be  high 
and  likely  unacceptable  to  either  the  House  or  the 
total  membership.  We  likewise  wonder  of  the  prac- 
ticability of  an  installment  type  of  fractional  as- 
sessment over,  let  us  say,  three  years. 

In  short,  it  is  our  opinion  that  staging  a repeat 
Health  Fair  is  impractical  at  the  moment,  primarily 
due  to  high  costs.  Perhaps  when  the  arena  is  be- 
yond the  stage  of  planning  and  civic  approval,  the 
idea  of  a Health  Fair  may  be  reconsidered. 

One  additional  thought  is  perhaps  appropriate  at 
this  time  — namely  the  concept  of  a permanent, 
call  it  a Museum  of  Health  Sciences.  We  investi- 
gated this  some  two  years  ago,  and  after  several 
disappointments  and  blind  alleys,  more  or  less 
tabled  the  issue.  Would  our  money  be  better  spent 
on  such  a project,  or  at  least  a relatively  small 
amount  be  made  available  for  professional  consul- 
tation and  survey  regarding  the  feasability  of  this 
venture. 

Respectfully  submitted, 

Thomas  Forsythe,  m.d. 

Chairman 

COMMITTEE  ON  SOCIAL  WELFARE 

The  medical  director  of  the  Medical  Services  Di- 
vision of  the  Department  of  Social  Welfare  exhibi- 
ted an  ‘addressograph’  machine  to  the  committee 
members.  This  apparatus  is  being  used  bv  the 
pharmacists  in  the  community  for  patient  identifi- 
cation in  rendering  vendor  bills  to  the  Department. 
The  usefulness  of  the  machine  is  apparent,  and 
physicians  on  a voluntary  basis  may  be  asked  to 
use  this  instrument  in  their  offices.  Each  addresso- 
graph cost  the  State  $25.00.  Each  user  will  deposit 
$25.00  with  the  State  guaranteeing  him  full  main- 
tenance of  the  machine  and  provide  all  services, 
and  the  $25.00  will  be  refunded  when  the  machine 
is  returned  to  the  State. 

The  committee  is  analyzing  payment  for  med- 
ical services  in  the  various  out-patient  departments 
of  the  several  hospitals  in  the  State.  Although  the 
committee  is  of  the  opinion  that  these  same  serv- 
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ices  could  be  provided  more  efficiently  in  a private 
Doctor's  office  or  in  group  practices,  experience  has 
shown  that  patients  eligible  under  Title  19  for 
medical  services  prefer  to  have  the  service  brought 
to  them  and  in  sufficient  numbers  select  the  out- 
patient department  for  their  medical  needs.  A 
number  of  avenues  have  been  considered.  Some 
hospitals  providing  selective  services  have  devel- 
oped a concession  type  contract  with  the  physicians 
providing  the  services.  An  example  of  this  type  of 
arrangement  might  be  radiology.  In  one  particular 
instance  the  radiologist  vendor  charge  is  composed 
of  two  components:  the  hospital  component  and  the 
doctor  component.  In  this  type  arrangement  the 
radiologist  forwards  all  medical  bills  to  the  patient 
and  then  reimburses  the  hospital  for  the  portion  of 
the  total  charge  which  has  been  identified  as  the 
hospital  component.  Similarly  physicians  have 
banded  together  to  operate  emergency  room  services 
in  hospitals  under  contract. 

Federal  government  agencies  are  going  into  more 
comprehensive  health  planning  programs  involving 
more  than  mere  physical  facilities.  All  parties  are 
included  in  the  early  stages  of  planning  so  that 
efforts  may  be  constructive  rather  than  punitive. 
In  the  past  outpatient  departments  of  hospitals 
have  been  dumping  grounds  for  patients  receiving 
services  in  a minimal  facility  environment.  The 
physician  for  many  years  has  seen  these  patients 
in  the  outpatient  section  of  the  hospital  on  a volun- 
tary basis,  and  without  reimbursement,  and  has 
done  a creditable  job  under  the  conditions.  With 
the  passage  of  Public  Law  89-97  in  July  1965,  spe- 
cifically the  portion  for  Grants  and  Aids  to  the 
States  for  welfare  recipients,  Congress  has  made  it 
plain  that  these  conditions  will  no  longer  prevail 
and  that  the  term  ‘clinic’  patient  as  it  has  been 
understood  in  the  past,  is  now  obsolete,  and  each 
patient  must  receive  the  same  and  equal  quality 
care  whether  he  can  afford  to  pay  for  the  service 
or  not.  The  United  States  government  will  purchase 
the  medical  services  for  all  eligible  recipients.  The 
aims  of  this  legislation  are  laudable  and  the  imple- 
mentation of  this  legislation  is  complex. 

For  all  medical  services  there  must  be  a clear 
distinction  between  the  hospital  component  and  the 
physician  component  of  the  service.  The  physician 
component  must  be  on  an  equitable  and  audit  basis 
as  should  the  hospital  component.  In  most  instan- 
ces the  hospital  component  has  been  charged  on  an 
audit  basis  for  years.  Contrary  to  the  present  there 
has  been  no  appreciable  physician  component,  for 
the  physician  has  continued  to  render  his  medical 
service  to  the  patient  in  the  outpatient  department 
of  the  hospital  on  a voluntary  and  free  basis.  With 
the  Government  assuming  broad  new  responsibili- 
(Continued  on  next  page) 
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ties  an  equitable  payment  basis  which  includes  the 
physician  component  must  be  established  in  order 
to  bring  to  the  former  ‘clinic’  patient  the  full  range 
of  health  services  which  are  legislated  for  him  un- 
der the  comprehensive  health  services  act  of  1965. 

Comprehensive  health  care  is  a concept  which 
includes  not  only  the  traditional  ideas  of  treatment 
of  acute  illness,  and  care  of  the  chronically  ill,  but 
also  the  prevention  and  early  detection  of  disease 
and  the  rehabilitation  of  those  disabled  from  illness. 
It  implies  availability  and  use  of  the  full  scope  of 
health  care  services  for  the  benefit  of  the  patient 
whether  in  outpatient  department,  in  the  hospital, 
in  the  doctor’s  office  or  anywhere  else  where  the 
patient  may  seek  medical  care. 

Health  insurance  which  originated  historically 
as  protection  against  catastrophic  illness  and  then 
evolved  to  include  prepayment  for  predictable  hos- 
pital diseases  is  now  moving  towards  covering  all 
categories  of  health  care.  The  Rhode  Island  Physi- 
cians Service  Plan  was  established  originally  by 
the  physicians  to  bring  to  the  otherwise  indigent 
patient  private  medical  care  for  a charge  which 
was  and  continues  to  be  less  than  the  usual  and 
customary  charge  for  this  same  service.  Compre- 
hensive health  service  plans  on  a usual  and  custom- 
ary charge  basis  exist  by  law7  under  Title  18  of 
Public  Law7  89-97;  for  the  United  States  Armed 
Forces  and  their  dependents  through  Medicare  De- 
pendents Health  Insurance  Program  (July  1,  1967) 
and  with  several  other  large  organizations.  Should 
not  the  Rhode  Island  Physicians  Service  Plan  do 
likewise? 

The  committee  feels  that  the  doctor  component 
of  the  vendor  medical  charge  in  the  outpatient  de- 
partment of  the  hospital  might  possibly  be  rendered 
in  one  or  twro  or  more  w'avs.  There  might  be  devel- 
oped a PSI  schedule  wherein  each  patient  seen  by 
the  physician  would  be  charged  a customary  fee. 
This  is  admittedly  a complex  task  in  view  of  the 
mutiple  services  rendered  to  the  patient  by  the 
several  specialties  in  medicine.  Another  avenue  of 
approach  indicates  that  payment  on  a time  for 
service  basis  might  be  considered  in  rendering 
charges  for  physician  services  in  the  outpatient  de- 
partment of  the  hospital.  One  large  hospital  is 
presently  doing  a time  study  of  all  its  outpatient 
services,  and  this  information  will  be  available  to 
the  committee. 

The  Department  of  Social  Welfare  through  its 
medical  director,  Dr.  P.  Joseph  Pesare,  has  been 
helpful  in  bringing  together  representatives  of  the 
hospitals  wdth  the  Medical  Society  and  in  providing 
figures  relating  to  the  costs  for  medical  services  for 
welfare  recipients  in  the  several  hospitals.  The  De- 
partment of  Social  Welfare  assured  the  committee 
that  as  soon  after  January  1,  1968  as  possible  it 
w7ould  share  with  the  medical  society  its  actual  ex- 
perience with  Title  19  of  Public  Law  89-97  for 


the  year  1967.  It  was  with  some  concern  that  other 
media  have  evinced  a partisan  interest  in  this  data 
before  the  advisory  committee  and  have  lobbyed  to 
create  a misleading  impression  concerning  physician 
payments  for  services  rendered  patients  under  Pub- 
lic Law7  89-97  — Titles  18  and  19.  The  committee 
reiterates  its  cooperative  attitude  and  reminds  those 
interested  that  availability  and  accountability  are 
of  prime  importance  in  bringing  comprehensive 
health  service  to  the  consumer.  To  be  successful 
this  must  be  provided  within  the  intent  of  the  law7. 
Should  the  lobbyists  succeed  in  rendering  the  med- 
ical vendor  impotent  by  falsely  portraying  his  ca- 
pacity to  provide  services,  regardless  of  the  long 
hours  worked,  the  consumer  and  the  public  will, 
through  intimidation  of  the  physician,  have  suffered 
the  loss  of  his  full  productivity.  For  a potent  com- 
munity health  service  program  there  must  be  less 
sensationalism  and  more  availability,  accountability 
and  productivity. 

Society  representatives  met  recently  for  an  after- 
noon wdth  three  members  of  a Federal  Government 
team  who  have  been  charged  w'ith  a review^  of  the 
Title  19  program  in  every  State  in  the  country 
that  has  established  such  a program.  They  are  in- 
terested in  the  impact  of  Title  19  in  meeting  the 
needs  of  the  people  in  the  State,  as  well  as  the  pro- 
viders of  these  services.  They  were  helpful.  The 
Government  team  was  appraised  that  the  fee 
schedule  under  Title  19  discriminates  and  is  below 
standard  charges  in  the  community.  Delays  in  pay- 
ment of  bills  rendered  as  wrell  as  complexity  of  bill- 
ing procedures  w7ere  reported.  Efforts  will  continue 
to  improve  promptness  of  payment  as  w7ell  as  rea- 
sonable charges  for  services  rendered. 

The  chairman,  and  Dr.  Harry  E.  Darrah,  im- 
mediate past  President  of  the  Rhode  Island  Med- 
ical Society,  served  as  the  Society’s  delegates  to 
the  recent  AMA  National  Conference  on  Health 
Care  of  the  Poor  in  Chicago,  Illinois.  A summary 
of  this  meeting  is  included  in  this  report. 

(See  page  160.) 

Respectfully  submitted, 

Peter  L.  Mathieu,  jr.,  m.d. 

Chairman 


E.  P.  Anthony,  Inc. 


WILLBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
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8 at  the  Sheraton  Biltmore  Hotel.  Approxi- 
mately ten  displays  can  be  shown  at  the 
meeting,  and  therefore  members  interested 
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Providence. 

Applicants  seeking  allocation  of  space 
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and  welfare  organizations  cannot  be  ac- 
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Proposed  Legislation  on  Hearing  Aids 


IN  AMENDMENT  OF  AND  IN  ADDITION  TO 
TITLE  5 OF  THE  GENERAL  LAWS  ENTITLED  "BUS- 
INESSES AND  PROFESSIONS,  AS  AMENDED. 

It  is  enacted  by  the  General  Assembly  as  follows: 

SECTION  1.  Title  5 of  the  general  laws  en- 
titled "Business  and  professions"  as  amended  is 
further  amended  by  adding  thereto  the  following 
chapter: 

"CHAPTER  44 

"SALE  OF  HEARING  AID  INSTRUMENTS  OR 
HEARING  PROSTHETIC  DEVICES 

“5-44-1.  Certificate  of  need.  — No  person,  firm, 
association  or  corporation  shall  sell  or  attempt  to 
sell  or  otherwise  make  available  any  hearing  aid 
instrument  or  hearing  prosthetic  device  to  a pros- 
pective consumer  or  purchaser  unless  said  consumer 
or  purchaser  has  first  obtained  and  presented  to 
the  seller  a certificate  of  need  on  forms  prescribed 
and  furnished  by  the  director  of  the  department  of 
health,  signed  by  a physician  duly  licensed  in  the 
state  of  Rhode  Island  under  the  provisions  of  chap- 
ters 5-36  or  5-37  of  the  general  laws  as  amended, 
attesting  thereon  that  pursuant  to  an  otological  ex- 
amination. it  is  his  diagnosis  that  the  prospective 
patient-purchaser  has  a hearing  impediment  of  such 


a nature  as  to  indicate  the  need  for  a hearing  aid 
instrument  or  hearing  prosthetic  device. 

“5-44-2  Records  — Every  person,  firm,  asso- 
ciation or  corporation  shall  keep  a permanent  rec- 
ord of  all  sales  or  other  transactions  whereby  a 
hearing  aid  instrument  or  hearing  prosthetic  device 
is  made  available.  Each  record  of  said  transaction 
shall  have  attached  thereto  the  certificate  of  need 
presented  by  the  prospective  purchaser  and  shall 
be  retained  for  a period  of  five  (5)  years  and  be 
kept  open  for  inspection  by  any  official  designated 
by  the  director  of  the  department  of  health. 

“5-44-3.  Penalty  — Any  person,  firm,  association 
or  corporation  who  sells  or  attempts  to  sell  or  other- 
wise makes  available  a hearing  aid  instrument  or 
hearing  prosthetic  device  without  a certificate  of 
need  and  or  fails  to  keep  records  as  prescribed  in 
section  5-44-2  of  this  chapter  and  any  physician 
who  shall  issue  a certificate  of  need  not  in  con- 
formance with  section  5-44-1  of  this  chapter  shall 
be  guilty  of  a misdemeanor  and  upon  conviction 
shall  be  fined  not  more  than  five  hundred  dollars 
($500.)  for  each  offense.  Each  violation  of  a pro- 
vision of  this  chapter  shall  constitute  a separate 
offense. 

SEC.  2.  This  act  shall  take  effect  thirty  (30) 
days  after  its  passage. 

(NOTE:  See  editorial  on  page  197) 


The  Clinical  Diabetes  Association  of  Rhode  Island  Presents 

“CLINICAL  CLUES  IN  THE  DIAGNOSIS  OF  SAMOGYI  EFFECT’’ 

JAMES  B.  FIELD,  M.D. 

Professor  of  Medicine  end  Director,  Ciinical  Center,  University  of  Pittsburgh,  Pa. 

♦ ♦ ♦ 
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Washington,  University. 

♦ ❖ o 
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TABLETS 

Equagesic 

(meprobamate  and 
ethoheptazine  citrate  with 

aspirin)  tig! 

® 

Contraindications:  History  of  sensitivity  or  severe  in- 
tolerance to  aspirin  or  meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child- 
bearing age  only  when  the  physician  judges  its  use 
essential  to  the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recom- 
mended for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  may  result  in  dependence  or  habituation  in 
susceptible  persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reactions  in- 
cluding epileptiform  seizures.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  If  drowsiness,  ataxia  or  visual 
disturbances  (impairment  of  accommodation  and  visual 
acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution 
patients  against  operating  machinery  or  driving.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal  levels,  and 
hyperventilation  are  reported.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide  (has  re- 
sulted in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  immediate  gastric  lavage  and  appropriate 
supportive  therapy  (CNS  stimulants  and  pressor  amines 
as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally 
cause  nausea,  vomiting,  epigastric  distress,  and  rarely 
dizziness.  Overdosage  may  result  in  CNS  depression 
(drowsiness  and  lightheadedness)  or  CNS  stimulation  and 
salicylate  intoxication  (requires  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  keto- 
acidosis and  dehydration,  and  observation  for  hypopro- 
thrombinemic  hemorrhage  [usually  requires  whole  blood 
transfusions]).  Meprobamate  may  cause  drowsiness,  ataxia 
and  rarely  allergic  or  idiosyncratic  reactions,  These  re- 
actions, sometimes  severe,  can  develop  in  patients  receiving 
only  1 to  4 doses  who  have  had  no  previous  contact  with 
meprobamate.  Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  macuiopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchymoses, 
peripheral  edema  and  fever  have  been  reported.  If  allergic 
reaction  occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  in- 
clude angioneurotic  edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  such  as  with  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leucopenia, 
usually  transient,  have  been  reported  following  continuous 
use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis,  and  hemolytic  anemia 
have  been  reported;  almost  always,  in  the  presence  of 
known  toxic  agents. 

Composition:  150  mg.  meprobamate,  75  mg.  ethohep- 
tazine citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 

When  pain  evokes  anxiety  and  tension, 
thereby  heightening  patientdiscomfort, 
a simple  analgesic  may  only  touch  on 
part  of  the  problem. 

This  single-prescription,  non-narcotic 
product,  however,  usually  provides 
effective  analgesia  and  helps  put  the 
patient's  mind  at  ease. 


How  a busy  doctor 
makes  good  use  of  his  time 
with  both  a checking  account 
and  a savings  account 
at  Old  Stone  Bank 

In  addition  to  convenience,  time  works  in  your  favor. 

JM  J / Q-i  Latest  declared  annual  rate  on  Regular  Savings 
■mL  /Q  Accounts.  Interest  earned  from  day  of  deposit  to 

• day  of  withdrawal,  compounded  or  paid  four  times 

OLD 

a year. 

JB  O / ffi  Current  annual  rate  on  Capital  Savings  Accounts. 

/Q  Interest  payable  three  months  from  day  of  deposit. 

' and  each  three  months  thereafter.  $2,000  minimum 

balance. 

STONE 

BANK 

OLD  STONE  / OLD  STONE 

SAVINGS  BANK  / TRUST  COMPANY 

CHECKING  Business  and  Personal.  Monthly  statements.  Choice 
ACCOUNTS  °f  checkbook  styles. 

Do  all  your  banking  at  one  location.  Your  funds  in 
your  checking  and  savings  accounts  are  each 
insured  to  $15,000  by  the  F.  D.  I.  C. 

The  only  bank  your 
family  ever  needs. 

Togetherness . . 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2  and  will  not  mask  symptoms  of 


serious  organic  disorders. 
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WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 
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Quietude  for  the  hypertensive 

Butiserpine’ 

TABLETS  JL 

BUTISOL  SODIUM®  (sodium  butabarbital)  15  mg.  and  Reserpine  0.1  mg. 

Warning:  May  be  habit  forming. 

for  gentle,  long-term,  blood-pressure  control 


Butisol  Sodium  (sodium  butabarbital)  acts  promptly  to  relieve  anxiety  while  the  low 
dosage  of  reserpine  builds  gradually  to  an  effective  level  for  continuous,  smooth 
control  of  tension  and  blood  pressure.  Thus  effective  therapy  can  be  achieved  without 
the  hazards  of  more  potent  antihypertensive  agents  or  of  reserpine  in  larger  doses. 


Contraindications:  Porphyria,  peptic  ulcer,  ulcerative  coli- 
tis, mental  depression,  sensitivity  to  either  component. 
Precautions: Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression.  Observe  for  signs  or 
symptoms  of  peptic  ulcer  or  ulcerative  colitis.  Discontinue 
at  first  sign  of  mental  depression;  keep  in  mind  possibility 
of  suicide.  Exercise  extreme  caution  in  history  of  mental 
depression.  May  produce  cardiac  arrhythmias  when  used 
with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks 
before  surgery;  inform  the  anesthesiologist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy. 
Discontinue  1 to  2 weeks  before  ECT. 


Adverse  Reactions:  Drowsiness,  skin  rash,  “ hangover,” 
systemic  disturbances,  increased  salivation  and  gastric 
secretion,  nausea,  vomiting,  increased  intestinal  motility, 
loose  stools,  angina-like  syndrome,  arrhythmias,  brady- 
cardia, flushing,  hypotension,  nervousness,  paradoxical 
anxiety,  rarely  atypical  Parkinsonian  syndrome,  central 
nervous  system  sensit ization  (manifested  by  dull  sensorium, 
deafness,  glaucoma,  uveitis  and  optic  atrophy),  dryness  of 
mouth,  syncope  or  dizziness,  epistaxis,  purpura  secondary 
to  thrombocytopenia,  asthma  in  susceptible  persons,  nasal 
congestion,  weight  gain,  and  impotence  or  decreased  libido. 

Usual  Adult  Dosage:  Initially,  1 to  4 tablets  daily  for  one 
week;  maintenance,  1 to  2 tablets  daily. 


McNeil  Laboratories,  Inc., 


McNEIL ) 


Fort  Washington,  Pa. 


THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by 
the  Washington  Office  of  the  Amer - 
ican  Medical  Association. 

The  American  Medical  Association  and  the  As- 
sociation of  American  Medical  Colleges  announced 
a joint  policy  statement  calling  for  a substantial 
increase  in  the  number  of  medical  students. 

Dr.  Milford  0.  Rouse,  president  of  the  AMA  and 
Dr.  John  Parks,  president  of  the  AAMC,  reviewed 
the  joint  statement  at  a news  conference  in  Wash- 
ington. 

The  statement  “emphasized  the  urgent  and  criti- 
call  need  for  more  physicians  if  national  expecta- 
tions for  health  services  are  to  be  realized.7'  The 
statement  said: 

■‘National  policy  which  would  best  meet  this  need, 
and  would  be  consistent  with  the  American  ideal  of 
equal  educational  opportunity  for  all.  would  provide 
such  educational  resources  that  every  young  person 
interested  in  and  qualified  for  entry  to  the  study 
of  medicine  would  have  this  opportunity.  Both  As- 
sociations endorsed  the  position  that  all  medical 
schools  should  now  accept  as  a goal  the  expansion 
of  their  collective  enrollments  to  a level  that  per- 
mits all  qualified  applicants  to  be  admitted.  As  a 
nation,  we  should  address  the  task  of  realizing  this 
policy  goal  with  a sense  of  great  urgency. 

“In  their  endorsement  of  and  call  for  broadening 
educational  opportunity  for  the  study  of  medicine, 
both  Associations  stressed  that  the  length  of  time 
necessary  to  realize  such  a goal  does  not  minimize 
the  need  to  respond  to  today's  critical  shortage  of 
physician  manpower.  In  order  to  enable  the  nation's 
medical  schools  both  to  meet  today's  crisis  and  to 
attain  the  longer-range  goal  of  unrestricted  educa- 
tional opportunity,  those  responsible  for  allocation 
of  resources  must  recognize  the  magnitude  of  these 
tasks.” 

The  two  associations  said  both  immediate  and 
long-range  steps  should  be  taken. 

The  immediate  steps  are: 

1.  To  increase  the  enrollment  of  existing  schools. 

2.  To  foster  curricular  innovations  and  other 
changes  in  the  educational  programs  which 
could  shorten  the  time  required  for  a medical 
education  and  minimize  the  costs. 


To  meet  the  need  for  innovation  in  education- 
al programs  and  to  encourage  diversity  in  the 
character  and  objectives  of  medical  schools. 
The  development  of  schools  of  quality  where 
a primary  mission  is  the  preparation  of  able 
physicians  for  clinical  practice  as  economically 
and  rapidly  as  possible  is  to  be  encouraged. . . 

“A  longer-range  approach  to  the  need  for  physi- 
cians is  the  development  of  new  medical  schools,” 
the  statement  said.  “This  approach  will  not  solve 
our  immediate,  urgent  need  for  more  physicians 
but  it  is  essential  for  meeting  the  national  needs 
of  1980  and  beyond.” 

The  two  associations  said  the  longer-range  pro- 
gram would  require  adequate  financial  support  from 
governmental  and  various  private  sources  for: 

1.  Construction  of  facilities  to  expand  enrollment 
of  existing  schools  and  to  create  new  schools. 

2.  Support  of  the  operational  costs  of  medical 
schools. 

3.  Stimulation  and  incentive  for  educational  in- 
novation and  improvement. 

“To  implement  these  measures  will  further  re- 
quire that  each  medical  school  and  its  university 
reexamine  its  objectives,  its  educational  program, 
and  its  resources  to  determine  how  it  can  contribute 
most  effectively  to  the  national  need  for  more  phy- 
sicians and  what  financial  help  it  will  need  to  make 
this  contribution,”  the  statement  said.  “Also  re- 
quired is  understanding  by  the  public,  the  private 
foundations,  industry,  local  and  state  governments, 
and  the  national  Congress  — groups  which  must 
provide  the  financial  support  which  is  necessary. 

“Initiative  for  development  of  new  schools  and 
expansion  of  the  established  institutions  should  be 
locally  determined.  Only  the  governing  bodies  of 
schools  with  ongoing  programs  in  medical  education 
can  decide  to  expand  such  programs.  Institutions 
wishing  to  organize  new  medical  schools  must  as- 
sume the  responsibility  for  marshalling  the  neces- 
sary support.  Both  associations  are  prepared  to 
lend  any  asistance  they  can  to  such  efforts.” 

* 4=  * 

In  a health  message  to  Congress,  President  John- 
son proposed  control  of  prices  of  drugs  bought  for 

(Continued  on  Page  230) 
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PAKGYLINE 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosaj 
without  skimping  your  patients  on  day-long  thiazide  effectivenes. 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day  mild  to  moderate  to  sevei: 

ENDURON 

METHYCLOTHIAZIDE 

See  Brief  Summary  on  final  page  of  advertisement 


[induronyl:  Its  deserpidine  component 
i.dds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


)nce  a day,  every  day 

ENDURONYL 


1ETHYCL0THIAZIDE  5 mg.  with 
ESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wer  i 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  fror  j 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl  1 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 

PARGYUNE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

METHYCLOTMAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 
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itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations’’  and  antihistamines),  cheese  or  alcohol 
without  physician's  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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Prognosis  : 

"EXCELLENT!" 


As  a conscientious  physician,  you 
make  a prognosis  based  on 
examination,  the  patient's  history,  and 
consultation,  plus  your  own  experience 
and  judgment. 

As  responsible  wine  merchants,  we 
too,  are  meticulous  in  our  way. 

We  don’t  buy  at  random.  We  select 
carefully  from  among  the  world’s 
finest  wines.  We  care  for  them 
properly,  making  certain  they  are 
stored  at  the  right  temperature. 
Proudly,  we  have  for  your  selection 
more  than  1300  types  of  wines. 
That’s  one-third  more  than  any 
New  York  store  stocks. 

Is  it  any  wonder  we’re  proud  of  what 
we  sell,  and  why  you'll  be  proud  to 
enjoy  fine  wine  from  Town  Liquor? 
The  prognosis  just  has  to  be 
“EXCELLENT.” 

(Join  our  Vintage  Guild.  It's  free!) 


WASHINGTON  SCENE 

(Continued  from  Page  228) 

government  programs  and  asked  for  authority  for 
the  Food  and  Drug  Administration  to  publish  a 
drug  compendium  financed  by  drug  manufacturers. 
He  also  asked  for  more  money  for  health  manpower 
and  the  maternity  and  child  health  programs. 

With  an  objective  of  lowering  costs,  he  also  asked 
for  authority  for  the  Health,  Education  and  Wel- 
fare Department  to  establish  new  formulas  for  re- 
imbursement of  hospitals  and  physicians  under  med- 
icare. medicaid  and  maternal  and  child  health  pro- 
grams. The  Social  Security  Administration  immedi- 
ately announced  that  it  would  begin  “an  experimen- 
tal program  to  find  methods  of  reimbursing  hos- 
pitals and  doctors  that  will  have  built-in  incentives 
to  efficiency  and  economy.” 

Participation  in  such  experiments  would  be  en- 
tirely voluntary,  the  SSA  said.  And  Congress  would 
have  to  approve  the  necessary  legislation  before 
new  methods  of  reimbursement  could  be  put  in 
effect  on  a mandatory  basis. 

Under  medicare,  a physician  now  is  reimbursed 
on  the  basis  of  his  usual  and  customary  fee  if  it 
is  considered  reasonable. 

HEW  said  two  methods  of  reimbursement  in- 
volving physicians  that  might  be  tried  are: 

— Group  practice  prepayment  plans  which  offer 
comprehensive  health  services  to  their  members 
could  be  reimbursed  on  a set  per  capita  rate  for 
the  ensuing  period. 

— For  physicians'  services,  experimental  bases  of 
payment  might  be  a single  fee  related  to  total 
illness  services  rather  than  individual  fees  for 
each  individual  visit  and  individual  service, 
agreed-upon  fees  held  stable  for  specified  periods, 
fees  related  to  phvsician-time.  or  retainer  or  per 
capita  payments  per  year  for  services  of  a speci- 
fied kind. 

Commenting  on  Mr.  Johnson's  health  message. 
Dr.  Rouse  said: 

‘‘There  is  great  need  for  expanded  health  care 
service  in  the  United  States.  Meeting  this  need  re- 
quires devoting  attention  to  all  the  elements  in- 
volved in  the  supply  of  resources  and  manpower, 
the  distribution  of  health  care,  and  costs. 

"The  AMA  supports  private  and  governmental 
programs  that  help  those  who  need  help.  Health 
care  for  all  the  people  should  be  expanded  in  an 
orderly  way  so  resources  and  needs  are  incresed  to- 
gether and  at  comparable  rates  of  growth. 

"Government  can  and  should  support  the  con- 
struction and  renovation  of  hospitals  and  extended 
care  facilities,  and  together  with  the  states  and  pri- 
vate sources,  should  promote  a rapid  increase  in 
medical  manpower. 

"As  for  drug  prices,  we  believe  that  every  patient 
should  be  able  to  buy  high  quality  prescription 


230 


RHODE  ISLAND  MEDICAL  JOURNAL 


drugs  at  the  lowest  possible  price.  The  way  to  ac- 
complish this  is  to  promote  more  effective  price 
competition  at  the  retail  level,  which  will  result  in 
lower  prescription  drug  prices  for  everyone.  This 
should  be  the  thrust  of  government  programs  — not 
price  fixing  for  one  group.  Everyone  should  be  en- 
couraged to  be  more  price  conscious  in  buying  pre- 
scription drugs.  The  physician  should  include  both 
medical  and  price  considerations  in  writing  pre- 
scriptions and  the  patient  should  patronize  that 
pharmacy  that  can  furnish  dependable  service  and 
the  prescribed  product  at  the  lowest  possible  price. 

‘'The  President’s  message  contains  little  essen- 
tially new.  It  concentrates  again  on  pouring  addi- 
tional millions  of  dollars  into  a health  care  system 
that  is  already  facing  requirements  well  beyond 
what  it  can  now  meet. 

"Government  expenditures  for  health  care  should 
be  moderated  during  this  period  of  acute  shortage 
to  control  rapidly  rising  cost.  Government  can  be 
most  helpful  by  controlling  inflation  and  by  provid- 
ing tax  deductions  and  credits  for  people  purchas- 
ing health  insurance.  . . . 

•‘The  physicians  of  this  country  will  welcome  a 
genuine  partnership  in  health,  where  the  Federal 
government  will  sincerely  and  continually  seek  the 
advice  and  active  collaboration  of  those  whose  spe- 
cial services  lie  in  medical  education  and  the  plan- 
ning and  provision  of  superior  quality  medical  care 
for  all  citizens.” 

af=  jJ:  % 

The  Board  of  Medicine  of  the  National  Acad- 
emy of  Sciences  stated  that  the  transplantation  of 
human  hearts  still  is  in  the  experimental  stage  and 
proposed  three  guidelines  for  the  procedure. 

The  Board  said  human  cardiac  transplantation 
should  only  be  carried  out  in  institutions  in  which 
these  three  criteria  can  be  met: 

1.  The  transplant  teams  should  be  highly  skilled 
and  have  had  extensive  laboratory  experience. 

2.  The  work  should  be  carefully  planned,  and 
the  results  should  be  rapidly  communicated  to 
others  in  the  field. 

3.  Both  the  teams  and  the  patients  should  be 
protected  by  ‘‘rigid  safeguards.” 

* * * 

A check  is  being  made  to  determine  how  many 
alien  physicians,  dentists  and  "allied  specialists’’  are 
now  subject  to  draft  laws.  A new  law  for  the  first 
time  makes  aliens  in  the  medical  and  dental  pro- 
fessions subject  to  draft  up  to  age  of  35. 

* * * 

President  Johnson  asked  Congress  for  $571.7  mil- 
lion more  for  medicaid  for  the  1968  fiscal  year 

ending  July  1,  1968. 

The  administration  said  the  initial  appropriation 
proved  inadequate  because  of  a complete  lack  of 
data  and  experience  as  to  costs  of  such  a program 
and  a larger  increase  than  expected  in  costs  of  hos- 
pital and  other  medical  care. 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 


Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 


until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 


ounce. 

•warning : may  be  habit  forming 

Pectin (2Va  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Report  of  the  19th  Annual  Meeting 
of  the  Corporation  Held  at  Provi- 
dence, R.I.,  March  13,  1968. 

The  19th  Annual  Meeting  of  the  Corporation  of 
the  Rhode  Island  Medical  Society  Physians  Service 
was  held  at  the  Sheraton-Biltmore  Hotel  in  Provi- 
dence, R.I.,  on  Wednesday,  March  13,  1968.  The 
meeting  was  called  to  order  by  the  President,  Dr. 
Arnold  Porter,  at  4:30  p.m.  The  following  members 
of  the  Corporation  were  in  attendance:  Rocco  Ab- 
bate,  M.D.,  Charles  J.  Ashworth,  M.D.,  Edmund 
Billings,  M.D.,  Mr.  Albert  E.  Bonte,  Chelcie  C. 
Bosland,  Ph.D.,  Mr.  J.  Austin  Carroll,  Joseph  Ca- 
ruolo,  M.D.,  Mr.  George  W.  Chaplin,  John  J.  Cun- 
ningham, M.D.,  Stanley  D.  Davies,  M.D.,  Charles 
Dotterer,  M.D.,  Henry  B.  Fletcher,  M.D.,  Roger 
Fontaine,  M.D.,  Alvin  G.  Gendreau,  M.D.,  John 
F.  W.  Gilman,  M.D.,  John  P.  Grady,  M.D.,  Ed- 
mund T.  Hackman,  M.D.,  Herbert  F.  Hager,  M.D., 
Mr.  John  J.  Hall,  Milton  W.  Hamolsky,  M.D., 
Robert  C.  Hayes,  M.D.,  Waldo  O.  Hoey,  M.D., 
Rev.  Joseph  L.  Lennon,  O.P.,  Robert  V.  Lewis, 
M.D.,  Thomas  Littleton,  M.D.,  William  MacDon- 
ald, M.D.,  Earl  J.  Mara,  M.D.,  Peter  Mathieu, 
M.D.,  Mr.  Charles  McCaffrey.  James  A.  McGrath, 
M.D.,  Gustavo  A.  Motta,  M.D.,  Judge  Florence 
K.  Murray,  Raul  Nodarse,  M.D.,  Alton  Pauli, 
M.D.,  Ralph  F.  Pike,  M.D.,  Arnold  Porter,  M.D., 
Francis  B.  Sargent,  M.D.,  Carl  S.  Sawyer,  M.D., 
Richard  P.  Sexton,  M.D.,  M.D.,  Orland  Smith, 
M.D.,  Leonard  Staudinger,  M.D.,  John  Turner  II, 
M.D.,  Henry  M.  Tyszkowski,  M.D.,  John  M.  Ve- 
sey,  M.D.,  and  Joseph  Wittig,  M.D. 

Also  present  were  Messrs.  Arthur  Hanley,  Frank 
Adae,  Joseph  F.  Sullivan,  J.  Lewis  Eddy,  George 
Peterson,  Harold  W.  Conway,  and  Dr.  Robert  R. 
Baldridge  of  the  administrative  staff,  Mr.  William 
E.  McCabe,  legal  counsel,  and  John  E.  Farrell, 
Executive  Secretary. 

Members  of  the  Corporation  absent  from  the 
meeting  were:  Freeman  B.  Agnelli,  M.D.,  Edward 
Asprinio,  M.D.,  John  T.  Barrett,  M.D.,  Roger  Be- 
rard,  M.D.,  J.  Robert  Bowen,  M.D.,  Joseph  E. 
Cannon,  M.D.,  Nathan  Chaset,  M.D.,  Morgan 
Cutts,  M.D.,  Harry  E.  Darrah,  M.D.,  John  A. 
Dillon,  M.D.,  Frederick  C.  Eckel,  M.D.,  Mr.  Emil 
E.  Fachon,  Charles  L.  Farrell,  M.D.,  Warren  W. 
Francis,  M.D.,  Frank  D.  Fratantuono,  M.D.,  Ir- 


ving T.  Gilson,  M.D.,  Seebert  J.  Goldowsky,  M.D., 
Mr.  John  J.  Halloran,  Arthur  E.  Hardy,  M.D., 
Stephen  J.  Hoye,  M.D.,  Mr.  Paul  J.  Johnson,  Fran- 
cis D.  Lamb,  M.D.,  Joseph  Lambiase,  M.D.,  Wil- 
liam McDonnell,  M.D.,  Charles  E.  Millard,  M.D., 
Mr.  Felix  Mirando,  James  B.  Moran,  M.D.,  Edwin 
B.  O’Reilly,  M.D.,  Frederick  Peirce,  Jr.,  M.D., 
Mr.  George  R.  Ramsbottom,  William  A.  Reid  M.D., 
Ralph  D.  Richardson,  M.D.,  Joseph  Ruisi,  M.D., 
Charles  Serbst,  M.D.,  Mr.  John  Shepard,  II,  Stan- 
ley D.  Simon,  M.D.,  Banice  Webber,  M.D.,  and 
Elihu  S.  Wing,  Jr.,  M.D. 

Annual  Report  of  the  Secretary 

The  President  noted  that  the  annual  report  of 
the  Secretary  was  included  in  the  handbook  sent 
to  the  members  prior  to  the  meeting. 

Action'.  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Secretary,  as  sub- 
mitted, be  approved  and  placed  on  file. 

Annual  Report  of  the  Treasurer 

Mr.  George  W.  Chaplin  read  the  highlights  of 
the  financial  statements  as  of  December  31,  of 
both  1967  and  1966,  noting  the  comparisons  in 
the  operations  of  the  two-year  period.  Copy  of 
the  financial  statements  was  included  in  the  hand- 
book for  the  meeting  sent  to  the  members. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  annual  report  of  the  Treasurer,  as  sub- 
mitted, be  approved  and  placed  in  the  records 
of  the  meeting. 

Doctor  Orland  Smith  inquired  relative  to  the 
increasing  cost  of  the  operations  of  the  Plan,  and 
he  moved  that: 

A breakdown  of  the  operating  expenses  of 
Physicians  Service  for  1966  and  1967  be  pre- 
pared by  the  staff  and  distributed  to  the  mem- 
bers of  the  Corporation. 

The  motion  was  seconded  and  voted. 

Annual  Report  of  the  President 

Dr.  Arnold  Porter,  President,  read  his  annual 
report,  copy  of  which  is  made  part  of  the  official 
records  of  the  meeting.  (See  Page  263) 

Nominees  to  the  Board  of  Directors 

John  E.  Farrell,  Executive  Secretary  of  the  R.I. 

(Continued  on  Page  234) 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


Grounds. ..for  Regroton 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


when  you  want  to  provide  the  combined 
benefits  of  two  accepted  agents 
in  the  treatment  of  mild  to  moderate 

hypertension.  Contraindications:  history  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.) 

■ 

when  you  want  to  prescribe  therapy 
that  is  generally  well  tolerated. 

I (However,  adverse  reactions  may  occur.  For  a complete  listing, 
please  refer  to  the  full  prescribing  information  which  is  sum- 
marized below.) 

when  your  patient  wants  an  easy-to- 

remember  and  reasonably  priced 

■ 

regimen.  (One  tablet  a day  usually  costs  about  a dime.) 


1 Indications:  Hypertension.  Contraindications:  History  of  mental 
J depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  Warning:  With  the  administration  of  enteric- 
coated  potassium  supplements,  which  should  be  used  only  when 
I adequate  dietary  supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
| been  required  and  deaths  have  occurred.  Discontinue  coated 
potassium-containing  formulations  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  1 week  before  electroshock  therapy,  and  if  depression 
or  peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  used 
in  pregnant  patients  or  in  women  of  childbearing  potential  only 
when,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  to 
the  welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 

I hyperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
tential problems  in  the  newborn.  Precautions:  Antihypertensive 
therapy  with  Regroton  should  always  be  initiated  cautiously  in  post- 
sympathectomy patients  and  in  patients  receiving  ganglionic  block- 
ing agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  ot  concomitant  antihypertensive  agents  by  at  least  one- 
half.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
or  other  supportive  measures  as  indicated.  Because  of  the  possibil- 
ity of  progression  of  renal  damage,  periodic  kidney  function  tests 
] are  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
I imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  po- 
I tassium  depletion  should  occur  during  therapy,  Regroton  should 
be  discontinued  and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
| rhosis  or  severe  ischemic  heart  disease  and  in  patients  receiving 


corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diarrhea,  constipation,  muscle  cramps, 
headache,  dizziness  and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression,  bradycardia  and  ec- 
topic cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyperuricemia, 
lassitude,  restlessness,  transient  myopia,  impotence  or  dysuria, 
orthostatic  hypotension  which  may  be  potentiated  when  chlorthali- 
done is  combined  with  alcohol,  barbiturates  or  narcotics,  leuko- 
penia, aplastic  anemia,  skin  rashes,  thrombocytopenia,  agranulo- 
cytosis, nasal  stuffiness,  increased  gastric  secretions,  nightmare, 
purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic  atrophy 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the  skin, 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deafness, 
anorexia,  and  pancreatitis  when  epigastric  pain  or  unexplained 
G.l.  symptoms  develop  after  prolonged  administration.  Jaundice, 
xanthopsia,  paresthesia,  photosensitization  and  necrotizing  angi- 
itis are  possible.  Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Pink,  single-scored  tablets  in  bottles  of  100  and  1000. 
For  details,  see  complete  Prescribing  Information.  (B)46-600-B 
Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation  (fim 
Ardsley,  New  York  10502 

Regroton®  Geigy 
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PHYSICIANS  SERVICE 

(Continued  from  Page  232) 

Medical  Society,  reporting  for  Dr.  Stephen  Hove, 
Secretary,  reported  that  the  House  of  Delegates 
of  the  Society  had  nominated  for  three-year  terms 
each  on  the  Board  of  Directors  of  Physicians  Serv- 
ice the  following: 

Paul  E.  Barber,  M.D.,  of  West  Warwick 
Seebert  J.  Goldowsky,  M.D.,  of  Providence 
Robert  V.  Lewis,  M.D..  of  Providence 
Leonard  S.  Staudinger,  M.D.,  of  Woonsocket 
Action : A motion  was  made,  seconded  and  voted 
that  the  nominees  from  the  R.I.  Medical  Society 
to  the  Board  of  Directors  be  elected. 

Dr.  John  Turner  II,  chairman  of  the  nominating 
committee  of  Physicians  Service,  reported  that  the 
committee  submitted  for  three-year  terms  each  on 
the  Board  of  Directors  the  following: 

John  J.  Hall  of  Warwick 
Paul  P.  Johnson  of  Warwick 
Judge  Florence  K.  Murray  of  Newport 
Action: A.  motion  was  made,  seconded  and  voted 
that  the  nominees  submitted  by  the  nominating 
committee  be  elected  as  members  of  the  Board. 

Report  of  the  Executive  Director 

Mr.  Arthur  F.  Hanley,  Executive  Director,  gave 
a brief  oral  report  citing  the  continuous  growth  of 
Physicians  Service  and  noting  that  enrollment  was 
at  an  all-time  high.  He  spoke  of  the  changing  com- 
plexities of  the  business,  the  new  demands  made 
by  the  Medicare  program  and  by  national  contracts 
negotiated  by  management  and  labor.  He  reported 
on  the  study  underway  of  12  plans,  including  Rhode 
Island's  by  the  Stanford  Research  Institute  wThich 
is  aimed  to  improve  the  corporate  systems  of  all 
the  Blue  Plans.  He  cited  an  in-depth  study  of 
Physicians  Service  made  by  the  local  staff  and  he 
stated  a copy  would  be  made  available  to  each  mem- 
ber of  the  Corporation. 

Benefit  Changes 

Doctor  Porter  noted  that  the  Corporation  had 
received  a report  in  the  handbook  for  the  meeting 
relative  to  benefit  changes  approved  by  the  Pro- 
fessional Advisory  Committee  and  the  Board  of 
Directors.  He,  Mr.  Hanley,  and  Mr.  Sullivan 
briefly  discussed  the  changes. 

Actions:  A motion  was  made,  seconded  and  voted 
that  the  Blue  Cross-Physicians  Service  Plan  65 
be  amended,  effective  July  1,  1968,  to  “fill”  the 
Medicare  $50  deductible  and  the  20  per  cent  co- 
insurance  for  home  and  office  calls,  at  no  in- 
crease in  the  present  subscription  rates. 

A motion  wras  made,  seconded  and  voted  that 
the  following  changes  and  additions  be  made  to 
basic  Plans  A an  B: 
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Additions 

1.  Cardioversion,  electrical  conversion  of 

arrhythmia  I.C. 

2.  Calcaneal  osteomy  I.C. 

Revisions 

1.  Code  0720,  Vertebral  Body  Fracture,  34  units. 
Limit  to  hospitalized  patients  only.  Establish 
a new  code  and  allowance  for  mild  vertebral 
body  fractures  treated  out  of  hospital.  It  is 
recommended  that  12  units  be  assigned. 

The  question  of  the  method  of  establishing  fees 
if  a comprehensive  contract  is  proposed  in  future 
months  was  raised.  Members  of  the  staff  indicated 
that  individual  consultation  with  each  physician 
to  determine  individual  usual  and  customary 
charges  would  be  undertaken  before  determining  a 
range  of  fees  for  any  given  procedure  or  service. 
Adjournment 

The  meeting  was  adjourned  at  5:25  p.m. 

Respectfully  submitted, 

Judge  Florence  K.  Murray 
Secretary 

ANNUAL  REPORT  OF  THE  SECRETARY 

To  the  members  of  the  corporation: 

The  year  1967  was  a very  busy  one  for  the  Cor- 
poration and  Board  of  Directors.  Two  special  meet- 
ings of  the  Corporation  were  called,  in  addition  to 
the  annual  meeting,  and  the  Board  of  Directors 
held  nine  meetings. 

The  18th  Annual  Meeting  of  the  Corporation  was 
held  at  the  Sheraton-Biltmore  Hotel  on  March  15, 
1967.  At  this  meeting  the  annual  reports  of  officers 
were  received  and  approved,  and  Drs.  Frederic  C. 
Eckel,  Waldo  O.  Hoey,  Earl  J.  Mara,  John  Turner 
II,  and  Messrs.  George  W.  Chaplin,  Albert  E. 
Bonte,  and  Charles  V.  McCaffrey  were  elected  for 
three-year  terms  each  on  the  Board  of  Directors. 
At  this  meeting,  also,  revisions  were  approved  in 
Plan  “65.” 

The  annual  meeting  of  the  Board  of  Directors 
was  held  on  May  2,  1967,  and  the  following  were 
elected  as  officers  of  the  Corporation: 

Arnold  Porter,  M.D.,  Presilent 
Earl  J.  Mara,  M.D.,  Vice  President 
Florence  K.  Murray,  Secretary 
George  W.  Chaplin,  Treasurer 

The  Board  also  elected  standing  committees,  as 
authorized  under  the  bylaws,  and  these  commit- 
tees have  reported  regularly  on  their  work  to  the 
Board  during  the  year. 

At  its  nine  meetings  the  Board  of  Directors  con- 
sidered an  increasing  amount  of  work  in  connection 
with  the  operation  and  management  of  the  insur- 
ance programs  offered  bv  the  Corporation,  plus  the 
servicing  of  the  federal  Medicare,  part  “B”,  pro- 
gram. Financial  reports  were  carefully  reviewed; 
financial  investments  were  considered  to  determine 
the  most  advantageous  decisions  in  the  interest  of 
(Continued  on  next  page) 
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' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

. • BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC-1 16  mg. 

FF.DKRAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aininophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
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the  Corporation;  actions  by  the  claims  committee 
and  the  professional  advisory  committee  were  re- 
ported regularly,  and  decisions  on  policy  made  by 
the  Board. 

The  failure  of  the  state  director  of  business  regu- 
lation to  act  on  the  rate  filings  until  the  end  of 
the  summer,  and  then  his  action  disallowing  the 
rates  requested,  posed  many  problems  to  the  Cor- 


resolved  by  the  end  of  the  year  with  the  adoption 
of  an  improved  schedule  of  radiological  benefits. 

In  December,  at  a special  meeting,  the  Corpora- 
tion approved  of  bylaw  amendments  to  provide  for 
the  addition  of  three  non-physician  members  of  the 
Board  on  the  professional  advisory  committee,  and 
to  establish  a claims  committee  of  four  directors. 

Respectfully  submitted, 


poration  in  its  efforts  to  improve  the  scope  of  ben- 

Judge  Florence  K.  Murray 

efits  to  subscribers  to  its  plans.  The  issue 

was  partly 

Secretary 

ANNUAL 

REPORT  OF  THE  TREASURER 

RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

FINANCIAL  STATEMENTS  AS 

OF  DECEMBER 

31,  1956  & 1967 

Statement  of  Income  and  Expense: 

Increase 

Income: 

Dec.  31, 1967 

Dec.  31, 1S66 

(Decrease) 

Received  from  Subscribers  

$13,709,337.46 

$13,003,055.12 

$ 706,282.34 

Income  froom  Investments  

22 1,512.98 

179,942.38 

41,570.60 

TOTAL  INCOME  

$13,930,850.44 

$13,182,997.50 

$ 747,852.94 

Expenses: 

Claims  Payments 

$‘11,495,804.15 

$11,787,953.05 

$ (292,148.90) 

Operating  Expenses  

1,154,686.75 

938,350.72 

216,336.03 

TOTAL  EXPENSES  

$12,650,490.90 

$’12,726,303.77 

$ (75,812.87) 

Net  Gain  or  (Loss)  to  Reserves 

$ 1,280,359.54 

$ 456.693.73 

$ 823,665.81 

Comparative  Balance  Sheet: 

Assets: 

Cash  in  Bank  and  on  Hand  

$ 1,018,464.75 

$ 888,183.53 

$ 130,281.22 

Accounts  Receivable 

653,565.01 

771,660.32 

(118,095.31) 

Investments  

6,177,056.03 

4.592,671.71 

1,584,384.32 

Prepaid  Expenses 

150.00 

(150.00) 

TOTAL  ASSETS  

$ 7,849,085.79 

$ 6,252,665.56 

$ 1,596,420.23 

Liabilities: 

Accounts  Payable  

$ 1,077,064.70 

$ 1,006,485.85 

$'  70,578.85 

Accrued  for  Claims  

2,325,237.00 

2,169,522.00 

155,715.00 

Unearned  Subscriptions  

266,997.94 

321,211.30 

(54,213.36) 

Other  Liabilities  

2,075.59 

7,700.39 

(5,624.80) 

TOTAL  LIABILITIES  

$ 3,671,375.23 

$ 3,504,919.54 

$ 166,455.59 

Reserves: 

Reserve  for  Excess  Losses  

$ 3,177,710.56 

$ 1,747,746.02 

$ 1,429,964.54 

Statutory  Reserve  

1,000,000.00 

1,000,000.00 

TOTAL  RESERVES  

$ 4,177,710.56 

$ 2,747,746.02 

$ 1,429,964.54 

Total  Liabilities  & Reserves  

$ 7,849,085.79 

$ 6,252,665.56 

$ 1,596,420.23 

Distribution  of  Physicians  Service  Dollar: 

Claims  Expense  

.827 

.894 

(.067) 

Operating  Expense  

.082 

.071 

.011 

Added  to  Reserves  

.091 

.035 

.056 

TOTAL  SPENT 

1.000 

1.000 

(Concluded  on  Page  237) 

ONE  SENTENCE  ESSAY 

He  (man)  is  proud  that  he  has  the  biggest  brain 
of  all  the  primates,  but  attempts  to  conceal  the  fact 
that  he  also  has  the  biggest  penis.  . . . 

. . . from  the  NAKED  APE,  by  Desmond  Mor- 
ris, Life  Magazine,  Dec.  22,  1967 


ONE  SENTENCE  ESSAY 

Some  men,  looking  at  a glass  with  water  in  it, 
see  it  as  half-full  while  others  see  it  as  half-empty. 
. . . Tom  Wicker,  N.Y.  Times,  Jan.  14,  1968 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-l. 

(norethindrone  lmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


& m 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occu 
rence  of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whoir 
bone  growth  is  not  complete.  12.1 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 
13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  whc 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  Th< 

following  adverse  reactions  have 
been  observed  in  patients  receivir 
oral  contraceptives : nausea,  vomi 
ing,  gastrointestinal  symptoms  (s 
as  abdominal  cramps  and  bloatinj 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenoi 
rhea,  edema,  chloasma  or  melasm 
breast  changes  (tenderness,  enlar 
ment  and  secretion),  change  in  w 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secre 
suppression  of  lactation  when  gi 
immediately  postpartum,  cholest 
jaundice,  migraine,  rash  (allergic 
rise  in  blood  pressure  in  suscepti 
individuals,  mental  depression. 
Although  the  following  side  effec 
have  been  reported  in  users  of  or< 
contraceptives,  no  cause  and  effec 
relationship  has  been  established 
anovulation  post-treatment, 
premenstrual-like  syndrome,  cha 
in  libido,  changes  in  appetite,  cys 
like  syndrome,  headache,  nervou 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  i 
sum,  hemorrhagic  eruption,  itch 
The  following  occurrences  have  1 
observed  in  users  of  oral  contract 
fives  (a  cause  and  effect  relations 
has  been  neither  established  nor 
proved) : thrombophlebitis,  pulmi 
embolism,  neuro-ocular  lesions. 
The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepati 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func 
tion  (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine 
decrease  in  T3  values),  metyrapoi 
test,  pregnanediol  determination 


norethindrone  an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil 
ized  ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


(norethindrone  lmg.  c mestranol  0.05mg) 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 
(obstruction,  hemorrhage,  and  per- 


foration) should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension  j 
cause  of  the  possibility  of  p I 
sion  of  renal  damage,  perioil 
determination  of  the  BUN  is 
cated.  Discontinue  if  the  BU 
or  liver  dysfunction  is  aggra 
Hepatic  coma  may  be  precif 
Electrolyte  imbalance,  sodii 
or  potassium  depletion  may 
If  potassium  depletion  shou 
cur  during  therapy,  Hygrotoi 
be  discontinued  and  potassi 
supplements  given,  provide' 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygroton*  Geigy 

chlorthalidone 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed 
Hygroton— to  get  rid  of 
the  edema. 

And  you  found  that 
Hygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A summary  of  the  pre- 
scribing information  is 
shown  below. 


» does  not  have  marked  oli- 

i 

Ksecial  care  in  cirrhosis  or 
p ischemic  heart  disease  and 

Srnts  receiving  corticoste- 
\CTH,  or  digitalis.  Salt  re- 
n is  not  recommended, 
e Reactions:  Nausea,  gastric 
>n,  vomiting,  anorexia,  con- 
>n  and  cramping,  dizziness, 
iss,  restlessness,  hypergly- 
hyperuricemia,  headache, 
cramps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  Information. 

Geigy  Pharmaceuticals  (/» 

Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-5576R 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

s why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 

Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride.  25  mg.;  and  chlor- 
pheniramine maleate.  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride.  40  mg.;  chlor- 
pheniramine maleate.  8 mg.;  and  acetamin- 
ophen, 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


With  Novahisline  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Sing  let  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


“Nothing  else  F ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it.” 


RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 
COMPARISON  OF  STATISTICS  — YEARS  1966  AND  1967 


Increase 


1967 

1966 

(Decrease) 

Subscribers  

682,789 

653,117 

29,672 

No.  of  Firms  Buying  Physicians  Service 

2,365 

3,104 

261 

Number  of  Participating  Physicians  

1,072 

1.021 

51 

Total  of  Claims  Paid 

$ 11,495,804 

$ 11,787,953 

$ 

(292,149) 

Total  of  Claims  Paid  Since  Start  of  Plan 

$120,454,951 

$108,959,147 

$11,495,804 

Total  Assets  

$‘  7, 849,086 

$ 6,252,666 

$ 1,596,420 

Total  Income  

$ 13,930,850 

$ 13,182,998 

$ 

747,852 

Total  Reserves  

.....  $ 4,177,711 

$ 2,747,746 

$ 1,429,965 

Operating  Expenses  

$ 1,154,687 

$ 938,351 

$ 

216,336 

Operating  Expense  % 

8.2% 

7.1% 

1.1% 

Ratio  of  Claims  to  Income  

82.7% 

89.4% 

(6.7%) 

Number  of  Cates  Paid: 

Surgeons*  

118,338 

126,351 

(8,013) 

Assistants*  

13,152 

15,389 

(2,237) 

Anesthetists*  

31,069 

34,687 

(3,618) 

M edical  

20,569 

24,957 

(4,388) 

X-Ray  and  EKG  

120,748 

132,352 

(11,604) 

Other  O/P  Services  

1,630 

1,401 

229 

TOTAL  

305,506 

335,137 

(29,631) 

♦Maternity  Cases  (Included  in  Above)  

8,990 

8.950 

40 

Number  of  Months  Expenses  in  Reserves: 

Statutory  Reserve  

$ 1,000,000 

$ 1 ,000,000 

$ 

Contingency  Reserve  

3,177,711 

1 ,747,746 

1,429,965 

Maternity  Reserve  

660,190 

546,01 1 

114,179 

Total  Reserves  

$ 4,837,901 

$3,293,757 

$ 1,544,144 

Monthly  Expenses  (Average)  $ 982,118  $ 995, 385  (13,267) 

Number  of  Months  in  Reserve  4.93  3.31  1.62 


March  13,  1968 


GEORGE  CHAPLIN 
Treasurer 


Letter  to  the  Editor 

Dear  Sir: 

The  ability  of  physicians  to  maintain  life  for 
very  long  periods  in  the  unconscious  patient  raises 
the  question  as  to  how  long  such  skills  should  be 
employed.  As  physicians  we  are  eager  to  promote 
the  recovery  of  everyone  who  can  do  so.  In  order 
to  deprive  no  one  of  his  chances  on  this  score  it 
is  revelant  to  know  the  longest  periods  of  coma 
which  have  been  followed  by  useful  survival. 

A committee  of  the  Massachusetts  General  Hos- 
pital is  studying  our  own  records  and  the  world  lit- 
erature to  determine  pertinent  features  in  all  pa- 
tients who,  despite  coma  for  over  five  weeks,  have 
made  a useful  recovery.  We  think  it  is  vital  not  to 
overlook  any  well  documented  patient  in  this  cate- 
gory. We  should  be  grateful  if  any  reader  of  this 
journal  would  draw  our  attention  to  any  case  pub- 
lished under  a title  which  is  not  indicative  of  sur- 
vival after  prolonged  coma.  We  are  also  eager  to 


receive  accounts  of  such  cases  as  yet  unreported. 
A publication  incorporating  our  own  and  others’ 
data  is  planned. 

We  would  be  grateful  if  you  would  publish  this 
letter  in  your  journal  either  in  a section  for  cor- 
respondence, as  a special  brief  communication,  or 
in  any  other  fashion  you  see  fit. 

Sincerely  yours, 

William  H.  Sweet,  M.D.,  D.Sc. 
Chief,  Neurosurgical  Service 
Chairman,  Committee  on  Manage- 
ment of  the  Unconscious  Patient 
Massachusetts  General  Hospital 
Boston,  Massachusetts  02114,  USA 


ONE  SENTENCE  ESSAY 

If  your  morals  make  you  dreary,  depend  on  it 
they  are  wrong.  . . . 

— Robert  Louis  Stevenson 


April,  1968 
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wrere  creams 
and  ointments 
do  not  spread 
or  penetrate  ] 


mj 


An  invisible 
topical 


for  many 

dermatologic 

problems 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Penetrates 
the  hairy  sites. 

In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


Ideal  for  moist  or 
intertriginous  areas 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especiall; 
useful  where  sweat  retentio:  ;i 
a problem.  Its  low  surface 
tension  permits  easy  spread  I 
ability  in  difficult-to-treat  b<  yt 
areas.  A number  of  studies  1 1 
have  also  shown  that  propyl  a 
glycol  has  inherent  anti- 
microbial activity. 


Osmetically 

aceptable 

fr  exposed  areas. 

1 e propylene  glycol  vehicle 

0 Synalar  Solution  possesses 

r ny  useful  cosmetic  properties. 
( ;ar  and  greaseless,  it  is 
r ; sticky  or  messy,  will  not 
s in  clothing  or  skin. 

1 exposed  areas  of  the  body 
v ere  cosmetic  appeal  is 

i portant,  Synalar  Solution 
e jws  nothing  but  results. 

honomical-a  little 
pes  a long  way. 

1 cause  of  the  properties 
c propylene  glycol  and  the 
i digram  potency  of 
i ocinolone  acetonide,  a small 
< antity  of  Synalar  Solution 
f ss  a long  way.  Also,  the 
ascription  price  of  a 20  cc. 
listic  squeeze  bottle  of 
flnalar  Solution  is  surprisingly 
lv.  Thus,  your  patients  obtain 
winomy  with  the  proved 
ticacy  of  a potent,  truly 
j vanced  topical  corticosteroid. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0. 35%  neomycin  base],  fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 
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Synalar 

(fluocinolone  acetonide) 

Solution 


What  Doctors  Are  Paid  For  Under  Medicare 
and  Medicaid 


The  following  has  been  circulating  among 
experienced  medical  publications.  It  has 
appeared  to  our  knowledge  in  the  paper 
of  Laurence  Hospital  of  Bronxville,  N.Y., 
and  in  the  Fairfield  County  (Conn.)  Med- 
ical Association's  NEWS  CAPSULE.  We  think 
it  is  too  good  for  our  readers  to  miss. 

(Editor) 

Dear  Mrs.  Smith: 

As  your  attending  physician  during  your  recent 
Hospital  stay  I wrote  an  adequate  admission  note. 
I signed  all  your  verbal  orders.  I signed  the  intern's 
history  and  physical.  I certified  you  for  Medicare 
and  made  sure  that  Dr.  Peters  of  the  Untilization 
Committee  recertified  you  at  three  weeks. 

I wrote  your  history  on  the  X-ray,  E.K.G.  and 
laboratory  slips.  I went  to  the  business  office  to 
sign  Medicare  forms  for  your  laboratory  tests  done 
prior  to  admission. 

I looked  at  the  X-rays  in  the  X-ray  department. 
I talked  with  the  nurse  regarding  your  diet.  I talked 
with  your  husband  twice  regarding  your  insomnia. 
I talked  with  your  Aunt  Jennie,  the  one  whose  hus- 
band is  a veterinarian,  three  times  about  her  sugges- 
tions for  your  treatment. 

I wrote  a progress  note  every  other  day.  I re- 
ordered your  sleeping  pill  every  other  day.  I bal- 
anced your  electrolytes.  I countersigned  your  trans- 
fusion slip.  I made  out  a consultation  slip.  I sent 
your  tooth  to  the  pathologist. 

I ordered  your  oxygen  at  7 liters  per  minute.  I 
wrote  your  discharge  order  a day  ahead  of  time.  I 
certified  that  the  ambulance  was  a medical  ne- 
cessity. 

I dictated  a long  summary  of  your  case  using 
Standard  Nomenclature  of  Diseases  and  Operations, 
avoiding  abbreviations  such  as  A.S.H.D.,  and  went 
to  the  record  room  to  sign  this.  I included  date  and 
time  of  dictation.  I made  sure  the  surgeon,  Dr.  Ho- 
ward. dictated  the  operative  report  within  24  hours 
of  operation. 

I presented  your  case  report  at  the  staff  meeting, 
spending  several  hours  in  the  library  reviewing 
similar  cases.  I filled  out  your  Medicare  form.  I 
filled  out  your  Medicaid  form.  I filled  out  your  form 
for  the  Home  Care  Program.  I filled  out  your  form 
for  the  Retired  Teachers  Disability  Insurance.  I 
provided  you  with  duplicate  itemized  bills. 

I sent  a letter  to  the  Blue  Cross  people  protest- 
ing their  refusal  to  pay  part  of  your  hospital  bill. 
I reviewed  16  old  charts  in  the  record  room  for 
the  Utilization  Committee.  I reviewed  four  long-stay 
patients  on  the  floor  of  the  Hospital  assigned  to  me. 
1 taught  the  laboratory  technician  artificial  respi- 
ration and  cardiac  resuscitation. 


I attended  the  Medical  staff  conference  as  re- 
quired to  retain  my  privileges  at  the  hospital.  I 
attended  a meeting  of  the  Utilization  Committee 
as  required  by  Medicare. 

I didn't  eat  very  well  during  the  six  months  I 
waited  for  the  Medicare  people  to  pay  me  the 
$6.13  they  allowed  on  your  bill,  and  the  nine 
months  more  I waited  for  the  Medicaid  people  to 
send  me  the  $50.12  on  your  bill. 

I am  sorry  I didn't  have  time  to  get  to  see  you 
while  you  were  at  the  hospital.  I was  too  tired  to 
be  cheerful,  and  too  busy  to  say  a comforting  word 
to  you. 

Sincerely  yours. 

(sgd.)  Plum  Weary,  m.d. 

P-S.  — I am  delighted  that  your  neighbor  Mrs. 
Perkins,  finally  diagnosed  your  illness,  and  that 
the  blackberry  wine,  which  your  other  neighbor, 
Mrs.  Jones,  gave  you,  finally  relieved  your  symp- 
toms. 

ONE  SENTENCE  ESSAY 

It  hardly  seems  reasonable  that  a majority  vote 
of  the  people  of  Wisconsin  could  transform  a lay- 
man into  an  authority  on  pharmacology. 

. . . Ray  W.  Gifford,  M.D.,  commenting  on 
intemperate  criticism  by  Senator  Gaylord 
Nelson  of  Dr.  Alfred  Gilman.  Professor  of 
Pharmacology  at  Albert  Einstein  Medical 
College 

STORY 

Two  patients  each  with  adrenogenital  syndrome 
had  surgical  correction  of  the  morphologic  abnor- 
malities of  the  external  genitalia  in  childhood.  One 
was  corrected  to  a female  habitus  and  the  other  to 
a male.  The  patients  subsequently  met  and  married 
and  it  was  not  until  much  later  that  the  true  na- 
ture of  their  conditions  was  discerned. 

. . . Gilbert-Dreyfus.  J.;  Sebaoun.  J.,  and 
Schaison,  G.:  Rapports  entre  deux  cas 
d'hyperplasie,  surrenale  congenitale  ou  un 
mariage  legal  entre  deux  . . . femmes  “ge 
netiques"  Presse  Med.  74:2906,  1966 

HOW'S  THAT  AGAIN? 

There  is  no  question  that  there  is  a very  serious 
shortage  of  health  manpower  at  all  levels.  In  the 
opinion  of  many  it  will  reach  emergency  propor- 
tions if  we  do  not  do  more  to  develop  additional 
medical  manpower  than  we  have  in  the  past  and 
are  currently  doing.  In  view  of  the  seriousness  of 
the  situation,  the  committee  is  recommending  only 
very  modest  reductions. . . . 

. . . From  report  of  House  Appropriations 
Committee 
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The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  hlood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECLOMYCIN 

DEMETHVLCHL0RTETRACYCL1NE 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cyclinc.  Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  12  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


491-7-6046 


the  spasm 
reactors 
pour  practice 
deserve 


amine  sulfate  0.1037  mg. 
le  sulfate  0.0194  mg. 

ie  hydrobromide  0.0065  mg. 
'arbital  ('4  gr.)  16.2  mg. 
ng:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(Vi  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


A.  H.  ROBINS  COMPANY,  RICH  MON  D,  VI RGI  Nl  A 23220 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 

/H+ROBINS 


each 

Extentab® 


each  tablet,  capsule  or  each  Donnatal 
5 cc.  of  elixir  (23%  alcohol)  No.  2 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 


45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak 
Write  30  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month  s 
supply  at  a very  reasonable  cost  Also  the  economy  size 
of  100  Available  at  pharmacies  on  your  prescription  or 
recommendation. 

A H Robins  Company,  Richmond,  Va  23220. 
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Attractive  & Functional  Offices 


Designers  & Suppliers  of  Offices 

150  Durance  Street  • Providence  3,  R.I.  • GAspea  15228 


HEALTH  HAVENS 


NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


DERMAQUIZ 

Conducted  by  FRANCESCO  RONCHESE,  M.D. 


Papular,  pustular  rash  with  not  much  difference  between  the  two  except  for  no 
pain  or  discomfort  and  a positive  serology  in  the  case  at  the  left. 

Answer  on  Page  296 


April,  1968 
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Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  IT, Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206.  800192 
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A STUDY  OF  THE  EFFECTIVENESS  OF  THE 
SMOKING  DETERRENCE  CLINIC  * 


Early  Acquirement  of  Smoking 
Habit  and  Youth  Are  Important 
Barriers  to  Successful  Deterrence. 
Attack  Must  Start  Before  the  Sev- 
enth Grade  in  School. 

INTRODUCTION 

The  alarming  morbidity  and  mortality  from  cer- 
tain types  of  heart  disease,  chronic  lung  disease, 
and  lung  cancer  are  attributable  in  great  part  to 
the  inhalation  of  cigarette  smoke.  Bronchogenic 
carcinoma  is  etiologically  related  to  the  smoking 
habit.  Although  the  public  is  better  informed  of 
the  hazards  associated  with  the  habit,  cigarette  con- 
sumption increases  steadily.  This  fact  has  induced 
many  interested  investigators  to  explore  methods 
of  reducing  the  use  of  cigarettes.  Failure  to  inhibit 
youth  from  starting  to  smoke  has  compelled  many 
to  attack  established,  but  informed  smokers.  The 
project  to  be  reported  here  is  designed  to  evaluate 
a “clinic”  or  “group”  approach  to  smoking  deter- 
rance. 

The  Smoking  Deterrent  Project  at  Rhode  Island 
Hospital,  supported  by  a grant  from  the  Rhode 
Island  Department  of  Health,  was  initiated  in  April, 
1964.  The  objective  of  this  research  was  to:  1)  ob- 
serve the  behavior  of  voluntary  candidates  during 
the  process  of  smoking  withdrawal,  and,  2)  de- 
termine a useful  procedure  for  assisting  voluntary 
candidates  to  discontinue  smoking  in  a “clinic”  or 
“group”  setting.  This  section  of  the  report  presents 
organizational  information  and  factual  data  ob- 
tained during  the  study. 

1.  RECRUITMENT  OF  CANDIDATES 

An  announcement  was  placed  in  the  Providence 
newspapers  informing  the  public  of  the  opportunity 
to  enroll,  without  charge,  in  the  Smoking  With- 
drawal Clinic.  A simple  application  form  was  print- 
ed with  the  announcement,  and  the  reader  was 
urged  to  return  the  form  with  his  name  and  ad- 

♦Supported  by  a grant  from  the  Rhode  Island  De- 
partment of  Health. 


LOUIS  A.  LEONE,  M.D.,  Director,  Department 
oj  Cancer  Research; 

HAROLD  R.  MUSIKER,  Ph.D.,  Director  of  Psy- 
chology, Division  of  Neurology; 

MAURICE  M.  ALBALA,  M.D.,  Physician-in- 
charge — Hematology,  Department  of  Cancer 
Research; 

WILLIAM  McGURK,  Ph.D.,  Staff  Psychologist, 
Department  of  Neurology  — at  Rhode  Island 
Hospital,  Providence,  R.I. 


dress.  Four  hundred  and  ten  applicants  responded 
to  the  first  printing  of  the  form.  Subsequent  repub- 
lications resulted  in  210  additional  applicants  for 
a total  of  620  responders,  392  of  whom  agreed  to 
attend  the  clinics.  Three  hundred  and  twelve  per- 
sons appeared  at  one  or  more  meetings,  and  255 
attended  3 or  more  meetings  and  are  considered 
valid  participants  in  this  study.  All  persons  respond- 
ing to  the  newspaper  appeal  were  sent  the  follow- 
ing material:  1)  Letter  with  instructions  on  pro- 
cedure; 2)  Three  questionnaires  to  be  completed 
by:  a)  The  Candidate,  b)  An  acquaintance  who 
does  not  intend  to  discontinue  smoking,  and  c)  A 
non-smoker.  3)  Activity  Vector  Analysis  forms  to 
be  completed,  one  attached  to  each  questionnaire. 

Candidates  were  chosen  for  the  study  according 
to  the  order  of  arrival  of  applications  and  were 
finally  registered  only  when  they  gave  assurance 
that  they  would  make  every  effort  to  attend  all 
sessions.  Reasons  given  for  not  attending  the  clin- 
ics were:  inability  to  appear  at  the  appointed  time 
or  day,  loss  of  interest,  vacations,  or  illness. 

II.  ANALYSIS  OF  QUESTIONNAIRES 

Table  1 indicates  the  distribution  of  312  parti- 
cipants by  sex  and  occupation.  Male  and  female 
candidates  appeared  in  approximately  equal  num- 
bers and  ranged  in  age  from  20  to  68  years,  with 
a mean  age  of  40.8.  The  median  age  was  41  years. 
The  greatest  number  of  participants  were  between 
41  and  50.  Approximately  half  of  the  female  group 
were  married  and  actively  occupied  as  housewives 
(88),  while  most  of  the  males  were  office  or  pro- 
fessional workers.  The  relatively  lower  response  of 
“laboring”  individuals  was  not  readily  explained. 

(Continued  on  next  page) 
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TABLE  1. 

SMOKING  WITHDRAWAL 
COMPOSITION  OF  THE  CLINIC 


No.  Patients 


Male 

145 

Female 

167 

Total 

312 

Laborers 

29 

Office  Workers  & 

Trades 

163 

Housewives 

88 

No  Job  Information 

Available 

32 

Total 

312 

The  ratio  of  female  to  male  was  8 — 7. 

The  youngest  was  20  years  old  and  the  eldest 
68  years. 


It  was,  however,  observed  that  of  the  29  persons 
in  this  group  16  (28  per  cent)  had  received  less 
than  12  years  of  schooling.  It  is  probable  that  the 
requirement  of  submitting  completed  questionnaires 
and  Activity  Vector  Analysis  forms  deterred  a sig- 
nificant number  of  persons  in  lower  educational 
groups.  In  addition  such  individuals  may  have  been 
less  able  to  afford  transportation  or  loss  of  wrork- 
time  or  may  have  been  more  reticent  than  more 
articulate  candidates  to  take  part  in  the  rather 
‘■public”  atmosphere  of  group  activity.  As  the  clin- 
ics proceeded  it  became  obvious  that  most  partici- 
pants were  willing  to  take  part  enthusiastically  in 
group  discussions. 

Table  2 represents  a break-down  of  the  clinic 
participants  by  educational  attainment.  The  major- 
ity of  individuals  had  completed  9 to  16  years  of 
schooling  (89.9  per  cent).  The  percentage  partici- 
pation in  this  study  by  the  0-8  year  educational 
group  (14.1  per  cent)  was  less  than  their  distribu- 
tion (42.3  per  cent)  in  the  state  population  as  a 
whole  (Table  2).  Therefore,  the  membership  of 
the  clinic  was  not  entirely  representative  of  the 
general  population  of  the  state. 

Reasons  for  this  observation  are  not  entirely 


TABLE  2. 

SMOKING  WITHDRAWAL 
EDUCATIONAL  DISTRIBUTION 


Years  of  school 

No. 

Per 

1960  Census  Data 

completed 

Smokers 

Cent 

for  Rhode  Island 

None 

0 

0.0 

3.0 

1 — 4 

0 

0.0 

4.4 

5 & 6 

4 

1.28 

8.5 

7 

2 

.64 

7.6 

8 

21 

6.73 

18.8 

9—11 

62 

19.87 

22.7 

12 

116 

37.18 

21.8 

13  — 15 

46 

14.75 

6.6 

16  or  more 

44 

14.10 

6.6 

Blank 

17 

5.45 

0.0 

Total 

312 

100.00 

100.00 

Median  school  yrs.  completed 

12.0 

10.0 
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clear  but  probably  include  factors  mentioned  in  the 
last  paragraph.  It  is  unlikely  that  this  finding  re- 
flected a lower  rate  of  habitual  smoking  among  less 
educated  individuals,  but  rather  reticence  to  take 
part  in  a clinic  or  lower  degree  of  motivation  to 
discontinue  smoking.  The  majority  of  candidates 
first  attempted  smoking  between  the  ages  of  11  and 
20  years  (Table  3).  It  is  of  interest  that  over  7 

TABLE  3. 

SMOKING  WITHDRAWAL 
INITIATION  & ESTABLISHMENT  OF  SMOKING 
HABIT 

TOTAL  CASES,  255 


First  Attempt  Firmly  Established 


Age 

No. 

% 

No. 

% 

5 — 10 

15 

2.0 

2 

1.0 

11  — 20 

191 

84.3 

174 

70.5 

21  — 30 

27 

6.8 

47 

17.7 

31  — 40 

2 

2.0 

10 

5.9 

41  — 50 

0 

0.0 

1 

0.0 

No  age  given 

19 

4.9 

21 

4.9 

per  cent  of  all  smokers  submitting  questionnaires 
had  actually  attempted  smoking  before  1 1 years 
of  age.  The  firm  establishment  of  the  smoking  hab- 
it occurred  between  ages  11  and  20  years  and  ap- 
parently took  place  relatively  rapidly  after  “first 
attempts.”  Inasmuch  as  the  entire  clinic  population 
was  above  19  years  of  age  with  the  majority  in  the 
41  to  50  year  age  group  it  is  apparent  that  the 
pattern  of  habitual  smoking  inception  of  a genera- 
tion ago  is  approximately  the  same  as  that  observed 
in  teen-age  populations  now.  The  early  acquirement 
of  the  fixed  smoking  habit  contributes  to  the  great 
difficulty  encountered  in  withdrawal  attempts.  A 
comparison  of  rate  of  withdrawal  with  the  age  of 
onset  of  habitual  smoking  suggests,  “too  soon  to 
start,  too  hard  to  quit.”  Forty-four  per  cent  of 
those  who  started  smoking  above  the  age  of  15 
years  discontinued  the  habit,  while  33  per  cent  of 
those  starting  below  age  16  were  successful  (Table 
TABLE  4. 

SMOKING  WITHDRAWAL 
RESULTS  BY  AGE  OF  ONSET 


Age 

Onset 

of 

Number  of 
Smokers 

Number  of 

Quitters  % 

% of 
Total 

7 — 

10 

2 

1 

50.0 

.98 

11  — 

15 

47 

15 

31.9 

14.71 

49 

16 

(32.7) 

(15.69) 

16  — 

20 

127 

57 

44.8 

55.88 

21  — 

25 

37 

14 

37.8 

13.73 

26  — 

30 

9 

4 

44.4 

3.92 

31  — 

35 

4 

3 

75.0 

2.94 

36  — 

40 

6 

3 

50.0 

2.94 

41  — 

45 

46  — 

50 

1 

184 

81 

(44.0) 

(79.41) 

No  Age 

22 

5 

22.7 

4.90 

Total 

Cases 

255  Quitters  102 

(100.00) 

Rhode 

Island 

Medical  Journal 

4).  The  significance  of  the  difference  observed  is 
questionable,  especially  when  the  small  number  in 
the  lower  age  group  is  considered.  However,  most 
smokers  establish  their  habit  before  graduation 
from  high  school,  and  it  seems  possible  that  in- 
creasing numbers  of  these  individuals  will  confirm 
the  above  observation  when  studied  during  their 
withdrawal  attempts  in  2 or  3 decades.  This  ob- 
servation further  emphasizes  the  need  to  attack 
the  “smoking  habit’’  before  its  inception.  Attempts 
to  reverse  the  habit-process  in  the  teenage  adult 
came  too  late  and  must  be  made  in  the  fourth,  fifth, 
and  sixth  grades,  before  social  consciousness  and 
status  seeking  attitude  strengthen  habit-forming 
patterns. 

Table  5 records  the  answers  of  312  candidates 
to  the  question  “Is  cigarette  smoking  harmful  to 
health?”  It  was  generally  expected  that  most  smok- 
ing adults  would  answer  this  question  in  the  af- 
firmative, and  89  per  cent  did  so  in  this  study. 

TABLE  5. 

SMOKING  WITHDRAWAL 
IS  CIGARETTE  SMOKING  HARMFUL  TO 
HEALTH? 


Definitely  is 

222 

71.2% 

Probably  is 

56 

17.9% 

No  Opinion 

5 

1.6% 

Definitely  not 

3 

1.0% 

Probably  not 

2 

.6% 

Blank 

24 

7.7% 

Total 

312 

100.0% 

This  response  reflects  probable  acceptance  of  the 
barrage  of  anti-smoking  information  from  govern- 
ment and  volunteer  health  agency  sources.  The 
wide  use  of  television  and  other  news  media  by  the 
public  has  assisted  dissemination  of  education  ma- 
terial. In  spite  of  this  intellectual  acceptance  of 
factual  knowledge,  only  a small  fraction  of  this 
group  actually  discontinued  smoking  in  the  clinic 
setting  of  this  study. 

Table  6 lists  reasons  given  for  desiring  to  dis- 
continue smoking.  Most  candidates  listed  some  non- 


TABLE  6. 

SMOKING  WITHDRAWAL 
REASONS  FOR  WANTING  TO  STOP  SMOKING 


Applicants  AVA  Forms 

Total  # of  patients'  forms  241 

# of  Patients 

Some  health  reason 

212 

Poor  physical  condition 

28 

Nervousness 

27 

Bronchitis 

5 

Emphysema 

2 

Ulcer 

10 

Cardiovascular  symptoms 

3 

Fear  of  Cancer 

15 

Economic  reasons 

29 

No  longer  enjoy  cigarette 

15 

No  reasons 

3 

To  influence  someon  else 

9 

Total 

358 

(Some  individauls  gave  more  than 

one  answer. 

specific  “health-reason”  (59  per  cent)  or  a more 
precise  “clinical”  entity  (25  per  cent).  It  is  of 
interest  that,  in  spite  of  the  fact  that  the  greatest 
amount  of  disease-oriented  public  educational  ma- 
terial has  dealt  with  cancer,  only  4 per  cent  of 
tabulated  reasons  implicated  fear  of  cancer.  The 
predominance  of  answers  relating  to  health  reasons 
probably  reflects  the  age  majority  in  the  clinic 
population.  Extremely  young  individuals  are  rarely 
concerned  with  the  remote  possibility  of  death  or 
even  debilitating  disease.  Their  older  counterparts, 
however,  whose  acquirement  of  adult  responsibili- 
ties has  impressed  upon  them  the  need  for  contin- 
uing productivity  and  the  inevitability  of  illness 
and  death,  are  willing  to  accept  health  reasons  as 
a basis  for  anti-smoking  habit  action.  In  spite  of 
this  apparent  insight,  only  a fraction  of  these  in- 
dividuals actually  discontinued  smoking  during  the 
present  study. 

III.  GENERAL  PROCEDURE 
Clinics  were  held  at  5:30  or  7:30  p.m.  on  Thurs- 
day evenings  during  Series  1-2.  Subsequently  (Se- 
ries 3-9)  2 clinics  were  held  on  Tuesday  or  Thurs- 
day evenings,  or  both  — each  lasting  60  minutes, 
between  6:00  and  8:15  p.m.  The  general  format 
(Continued  on  next  page) 
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and  purpose  of  the  project  were  explained  briefly 
for  5 minutes  of  the  first  session  in  each  series. 

IV.  CLINIC  STRUCTURE 

Series  1 and  2 were  executed  in  identical  fashion 
in  which  60  candidates  were  randomized  into  3 
groups  of  20  persons  each  (Chart  1). 

Group  1.  Educative  — Eight  meetings  — weekly 
— 4 physicians.  A series  of  8 didactic  lectures  were 
delivered  under  the  following  titles:  1)  Anatomy, 
2)  Physiology,  3)  Smoking  and  Smoke,  4)  Nicotine 
and  Carcinogens,  5)  Clinical  Disease,  6)  Pathology, 
7)  Treatment,  and  8)  Summary.  The  talks  were 
divided  among  4 lecturers  with  each  presentation 
occupying  approximately  40  minutes.  A discussion 
period  of  20  minutes  followed,  and  an  effort  was 
made  to  end  the  sessions  promptly  after  a total  of 
60  minutes. 

Group  2.  Group  Psychotherapy  — Eight  meet- 
ings — weekly  — 1 therapist-psychiatrist.  No  for- 
mat for  the  direction  of  these  meetings  was  out- 
lined and  the  therapist  was  permitted  complete 
freedom  to  approach  the  handling  of  this  group  as 
he  wished.  Each  meeting  lasted  40  to  60  minutes. 

Group  3.  Repressive-Inspirational  — Eight  meet- 
ings — weekly  — 1 psychologist.  One  group  leader 
conducted  the  8 meetings,  each  of  which  lasted  40 
to  60  minutes  and  was  directed  according  to  the 
inclination  of  the  leader.  These  sessions  functioned 
in  manner  not  unlike  those  of  Alcoholics  Anony- 
mous and  similar  groups. 

Lobeline  and  placebo  pastilles  were  randomly  as- 
signed to  the  60  candidates.  Pastilles  were  supplied 
by  M.  R.  Thompson  Inc.,  711  Fifth  Avenue,  New 
York  22,  New  York.  Randomization  of  medication 
was  accomplished  using  a “double  blind’’  method 
with  the  cooperation  of  Mr.  Thomas  Murphy,  Chief 
Pharmacist,  Rhode  Island  Hospital.  Each  member 
received  84  pastilles  at  the  first  meeting  and  was 
advised  to  use  up  to  12  pastilles  per  24  hours  if  nec- 
essary. In  the  event  that  more  pastilles  were  needed 
prior  to  the  second  meeting,  candidates  were  ad- 
vised to  telephone  the  Smoking  Clinic  office  where 
a fresh  supply  was  available.  It  was  anticipated 
that  the  use  of  medication  would  decrease  during 
the  subsequent  weeks,  and  therefore  42  pastilles 


were  supplied  the  second  and  following  weeks  as 
needed.  (At  no  time  were  candidates  without  pas- 
tilles.) Participants  in  all  3 groups  received  a copy 
of  the  book  “The  Consumers  Union  Report  on 
Smoking  and  the  Public  Interest,”  published  by 
Simon  and  Schuster. 

Members  were  requested  to  maintain  a log  of 
their  rate  of  smoking  and  use  of  pastilles  during 
the  56  days  of  the  clinic  meetings. 

Clinic  Series  3 initiated  a general  change  of  for- 
mat. The  group-psycho-therapy  section  was  elimi- 
nated and  the  didactic  and  repressive-inspirational 
groups  were  combined.  The  meetings  were  con- 
ducted jointly  by  a physician  and  a clinical  psy- 
chologist. The  physician  presented  a semi-didactic 
talk  for  15  to  18  minutes  during  the  first  6 meet- 
ings covering  the  subjects  of  anatomy,  cancer,  em- 
physema, nicotine,  dietary  considerations  (with 
the  assistance  of  the  hospital  nutritionist),  and 
clinical  disease,  all  accompanied  by  lantern  slides. 
The  psychologist  assumed  direction  of  the  meeting 
following  the  medical  presentation,  and  all  aspects 
of  the  smoking  problem  wrere  discussed  freely  by 
the  candidates,  the  physician,  and  psychologist.  No 
lecture  was  given  during  the  seventh  and  eighth 
meetings,  but  general  discussion,  questions,  and 
summarization  occupied  the  lecture  period. 

The  clinics  for  Series  3 were  held  on  Tuesday 
for  a total  of  7 weeks. 

The  clinics  for  Series  4 through  9 were  held  on 
Tuesday  and  Thursday  evenings  for  the  first  4 ses- 
sions, then  once  weekly  on  Tuesday.  Shortening  the 
total  time  of  the  clinic  course  to  6 weeks  in  Series 
4-9  increased  contact  with  the  candidates  and  wras 
intended  to  encourage  attendance. 

Charts  2,  3,  and  4 indicate  the  general  plan  for 
Series  3,  4,  and  5 in  which  special  attention  is 
drawn  to  the  randomization  of  smoking  deterrent 
medications.  Randomization  of  medications  was  not 
carried  out  in  Series  5-9,  although  lobeline  pastilles 
were  available  ad  libitum. 

V.  RESULTS 

Two  hundred  fifty-five  candidates  attended  3 or 
more  clinic  sessions  and  form  the  basis  of  this 
report.  While  102  (40  per  cent)  discontinued  smok- 
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CHART  2:  Smokers  randomized  into  2 groups  of  20  and  22,  which  were  then  randomized 
between  lobeline  and  placebo  pastilles. 
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CHART  4:  36  smokers  randomized  into  2 groups  of  16  and  20  each,  which  were  then  ran- 
domized between  lobeline  lozenges  (16  smokers)  and  placebo  tablets,  synthetic  and 
natural  lobeline  tablets  (20  smokers). 


ing  during  the  clinic  sessions,  14  (5  per  cent) 
stopped  smoking  after  termination  of  all  clinic  ac- 
tivity (Table  7).  Forty-five  individuals  (44  per 
cent  of  102  quitters)  resumed  smoking  after  ter- 
mination of  the  clinic,  while  57  (56  per  cent)  had 
not  resumed  the  habit  at  least  9 months  later. 
There  is  no  significant  difference  in  withdrawal 
rate  among  the  9 series.  The  small  number  of  with- 
drawals in  Series  6 and  7 may  be  accounted  for  by 
a change  in  professional  direction  of  the  groups 
during  those  clinics. 

Table  8 indicates  rate  of  withdrawal  by  age 
groups.  Although  the  number  of  candidates  in  the 
lower  age  groups  was  small,  the  results  listed  sug- 


gest smoking  withdrawal  is  more  difficult  among 
the  young.  It  is  of  interest  that  2 attempts  to  initi- 
ate youth  clinics  (high  school  level)  resulted  in 
complete  failure  to  attain  discontinuation  of  smok- 
ing. Poor  attendance,  lack  of  co-operation,  and 
general  disinterest  among  students  contributed  to 
this  failure. 

The  low  quitting  rate  (6.7  per  cent)  among 
smokers  of  up  to  10  years’  duration  (Table  9) 
seems  to  confirm  the  difficulty  experienced  among 
young  smokers. 

The  data  in  tables  8 and  9 suggest  that  prolonged 
duration  of  the  smoking  habit  is  not  directly  re- 


(Continued  on  next  page) 


TABLE  7. 

SMOKING  WITHDRAWAL 
SUMMARY  OF  RESULTS 


Series 

No. 

Stopped 

smoking 

during 

clinic 

No. 

Stopped 
smoking 
after  end 
of  clinic 
No. 

Smoking 
at  close 
of  clinic 

No. 

Resumed 
smoking 
after  end 
of  clinic 
No. 

Not 

smoking 
for  at 
least 

9 month: 

I 

39 

10 

3 

29 

7 

3 

II 

32 

11 

6 

21 

8 

3 

III 

37 

20 

0 

17 

10 

10 

IV 

44 

18 

4 

26 

8 

10 

V 

25 

13 

0 

12 

2 

11 

VI 

17 

2 

0 

15 

i 

1 

VII 

11 

3 

0 

8 

2 

1 

VIII 

33 

14 

1 

19 

4 

10 

IX 

17 

11 

0 

6 

3 

8 

255 

102 

14 

153 

45 

57 
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TABLE  8. 

SMOKING  WITHDRAWAL 
RATE  OF  WITHDRAWAL  BY  AGE  GROUPS 


Age 

No.  of 
Cases 
Total 

255 

Quit 

No. 

102 

Discon- 

tinued 

% 

Discon- 
tinued 
% of 
Total 

Up  to20yrs. 

2 

1 

50.0 

.98 

21  — 30  yr. 

37 

10 

27.0 

9.80 

31—40  yr. 

86 

28 

32.5 

27.45 

41  — 50  yr. 

85 

41 

48.2 

40.20 

51  — 60  yr. 

28 

13 

46.4 

12.75 

61  — 

7 

6 

85.7 

5.88 

No  age 

10 

3 

30.0 

2.94 

lated  to  the  rate  of  withdrawal.  However,  early 
acquirement  of  the  habit  and  youth  are  2 impor- 
tant deterrents  to  easy  or  rapid  discontinuation 
(Table  4). 

The  total  number  of  cigarettes  smoked  daily  ex- 
erts a fairly  stable  effect  on  the  rate  of  withdrawal 
in  the  range  of  1-29  cigarettes  per  day  (Table  10). 
When  the  daily  consumption  exceeds  29,  the  rate 
of  discontinuance  decreases  from  30-33  per  cent 
to  16  per  cent.  This  difference  is  of  questionable 
significance.  However,  factors  that  compel  the  con- 
sumption of  30  or  more  cigarettes  per  day  may  be 
of  special  importance  in  this  group.  This  aspect  of 
the  problem  was  not  investigated,  but  might  yield 
interesting  psychological  data  from  a group  whose 
behavior  does  not  appear  to  be  affected  by  age 
distribution  or  age  at  onset  of  the  habit. 


TABLE  9. 

SMOKING  WITHDRAWAL 
DURATION  OF  HABITUAL  SMOKING 
TOTAL  CASES  255 


No.  of 

Y ears 

Smoking 

No. 

Quit 

No. 

Discon- 

tinued 

% 

Discon- 
tinued 
% of 
Total 

Up  to  10  yr. 

26 

8 

30.7 

7.8 

11  — 20  yr. 

79 

30 

37.9 

29.4 

21—30  yr. 

94 

42 

44.6 

41.2 

51  — 40  yr. 

30 

13 

43.3 

12.8 

41  — 50  yr. 

5 

3 

60.0 

2.9 

Over  51  — 

i 

1 

100.0 

1.0 

No  information 

20 

5 

25.0 

4.9 

Figure  1 graphically  compares  the  rate  of  with- 
drawal for  quitters  with  non-quitters.  Series  1 and 
2,  Series  3,  and  Series  4-9  are  plotted  separately 
because  of  differences  in  format  of  the  clinics,  du- 
ration of  the  8-clinic  periods  (see  Clinic  Structure) 
or  both.  All  quitters  showed  a rapid  decrease  in 
cigarette  consumption  after  the  first  or  second  clin- 
ic. There  was  a slightly  more  rapid  decrease  in  the 
number  of  cigarettes  smoked  when  2 clinics  were 
held  during  the  1st  week  (Series  3,  and  4-9),  than 
when  the  second  clinic  occurred  7 days  after  the 
first  (Series  1 and  2):  i.e.  while  all  smokers  con- 
sumed 160  to  180  cigarettes  at  the  start  of  the 
clinics,  those  in  Series  1 and  2 were  smoking  nearly 
120  cigarettes  per  week  at  the  end  of  one  week 
(after  1 clinic)  and  those  in  Series  3-9  were  smok- 
ing only  50  per  week  at  one  week  (after  2 clinics). 


SMOKING  WITHDRAWAL 

COMPARISON  OF  RATE  OF  WITHDRAWAL  BETWEEN  QUITTERS  AND  NON-QUITTERS 


252 


RHODE  ISLAND  MEDICAL  JOURNAL 


TABLE  10. 

SMOKING  WITHDRAWAL 
NUMBER  OF  CIGARETTES  SMOKED 
TOTAL  CASES  255 


No.  of 
cig.  daily 
before 
treatment 

No. 

patients 

Quit 

No. 

Discon- 

tinued 

% 

Discon- 

tinued 

% of 
Total 

1 — 9 

5 

2 

40.0 

2.0 

10  — 19 

48 

27 

56.2 

26.5 

20  — 29 

98 

40 

40.8 

39.2 

30  — 

87 

29 

33.3 

28.4 

No  information  17 

4 

23.5 

3.9 

This  difference  in  “impact'’  of  the  clinic  sessions 
may  not  be  explained  wholly  by  the  number  of 
clinics,  inasmuch  as  the  format  of  Series  1 and  2 
differed  from  that  of  Series  3-9.  However,  it  is  of 
interest  that  smokers  in  Series  4-9  (2  clinics/week 
for  first  2 weeks)  smoked  only  10  cigarettes  per 
week  compared  with  35  per  week  for  Series  1 and  2 
(1  clinic  per  week  for  first  2 weeks)  at  the  end 
of  the  second  week.  This  observation  suggests  that 
frequent  meetings  tend  <to  reinforce  the  determina- 
tion to  quit  and  result  in  earlier  discontinuation 
of  the  habit.  Review  of  Table  7 also  indicates  a 
greater  relapse  rate  among  smokers  in  Series  1 and 
2 and  than  among  other  groups. 

Further  study  of  Figure  1 shows  an  initial  but 
unsustained  decrease  in  cigarette  consumption 
among  non-quitters.  A tendency  for  more  rapid 
withdrawal  among  Series  4-9  smokers  than  those 
in  Series  1 and  2 was  again  noted  during  the  first 
week.  However,  rapid  loss  of  sustained  decrease 
occurred  with  all  groups  smoking  at  approximately 
the  same  rate  at  the  termination  of  the  clinics. 

All  smokers  were  advised  to  discontinue  smoking 
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Figure  2. 


at  the  onset  of  the  clinics.  The  curves  in  Figure  1 
reflect  this  technique,  but  also  indicate,  to  some 
degree,  th  determination  of  the  candidates  to  quit 
the  habit  as  well  as  to  cooperate  and  to  conform  to 
the  goals  of  the  group  effort. 

The  rate  of  smoking  withdrawal  for  all  candi- 
dates is  illustrated  in  Figure  2 and  reflects  the 
combined  response  of  quitters  and  non-quitters. 
The  better  response  of  Series  4-9  subjects  than  that 
of  members  of  Series  1 and  2 is  again  noted  after 
the  first  week. 

Figure  3 illustrated  the  effect  of  lobeline  on  the 
rate  of  cigarette  withdrawal  among  3 separate 
groups.  Series  1 and  2 and  Series  3 were  randomized 
between  lobeline  pastilles  and  apparently  identical 
placebo  pastilles  (Figure  4).  Series  7-9  in  Figure  3 
were  permitted  lobeline  pastilles  ad  libitum,  and 
no  placebo  medication  was  used.  The  rate  of  with- 
drawal is  essentially  the  same  among  all  series  re- 
ceiving lobeline.  The  initial  rapid  decrease  in  ciga- 
rette use  is  evident  during  the  first  2-week  period, 
followed  by  the  slow  upward  drift  over  subsequent 
weeks.  Comparison  of  rate  of  withdrawal  for  lo- 
beline-treated  smokers  with  that  of  placebo-users 
shows  little  difference.  The  more  rapid  withdrawal 
rate  among  Series  3 in  both  lobeline  and  placebo 
groups  than  in  Series  1 and  2 probably  reflects 
high  “impact”  effect  of  the  more  frequent  clinic 
sessions  mentioned  earlier  in  this  paper.  The  some- 
what lower  cigarette  consumption  in  Series  3 pla- 
( Continued  on  next  page) 
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cebo-users  than  among  their  Series  3 lobeline  coun- 
terparts at  the  end  of  the  clinics  is  of  interest,  but 
probably  not  of  real  significance.  Lobeline  is  not  a 
significant  factor  in  discontinuance  of  smoking  in 
the  over-all  group.  However,  it  is  emphasized  that 
individual  candidates  stated  that  the  pastilles  pro- 
duced varying  adverse  effects  associated  with  the 
smoking  of  a cigarette. 

Some  complained  of  a "bitter  taste”  from  the 
•pastille;  others  complained  of  a "bad  taste  from 
the  cigarette”  after  use  of  a pastille;  a few  stated 
that  they  ‘‘felt  sick”  from  smoking  after  use  of 
the  pastille.  It  is  clear,  therefore,  that  the  use  of 
the  pastille  definitely  resulted  in  decreased  ciga- 
rette consumption  among  some  individuals,  as  long 
as  the  lobeline  was  consumed.  The  unpleasantness 
associated  with  the  use  of  lobeline,  however,  pre- 
vented continuation  of  the  medication  with  result- 
ant recrudescence  of  smoking  in  some  individuals. 
It  is  also  of  interest  that  some  smokers  who  re- 
ceived placebo  complained  of  bitter  taste,  nausea, 
bad  cigarette  taste,  and  other  unpleasant  effects  in 
the  same  manner  as  did  lobeline  recipients.  This 
fact  further  emphasizes  the  apparent  lack  of  spe- 
cificity of  the  lobeline  effect. 

Further  study  of  Figures  3 and  4 indicates  the 
relatively  high  number  of  pastilles  used  during  the 
first  2 weeks  of  the  tests  and  the  almost  identical 
decline  in  use  of  medication  by  both  the  lobeline 
and  placebo  users.  Although  not  shown  in  these 
graphs,  analysis  of  rate  of  lobeline  and  placebo 
users  among  quitters  indicated  consumption  in  the 


first  2 weeks  almost  identical  with  that  indicated 
by  the  curves  in  Figures  3 and  4 for  the  overall 
groups  and  the  same  decline  in  subsequent  weeks. 

A small  supply  of  natural  and  synthetic  lobeline 
tablets  to  be  swallowed  (rather  than  pastilles  to 
be  held  in  the  mouth)  was  made  available,  and 
a small  number  of  smokers  were  studied  (Figure 
5).  The  results  are  similar  to  those  observed  for 
pastilles,  in  that  there  is  no  significant  difference 
in  rate  of  withdrawal  between  lobeline  users  (syn- 
thetic or  natural)  and  placebo  users.  The  initial 
high  use  of  the  tablets  also  decreased  as  weeks  of 
clinic  attendance  progressed. 
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Figure  5. 


DISCUSSION 

Interruption  and  discontinuance  of  cigarette 
smoking  presents  an  almost  overwhelming  chal- 
lenge to  the  well-established  smoker.  Most  adult 
smokers  when  asked  simply  “Would  you  like  to 
kick  the  habit?”  reply  that  they  would.  The  great 
majority  believe  that  the  habit  contributes  to  ill 
health  and  are  able  further  to  point  to  one  or  more 
diseases  caused  or  exacerbated  by  inhaled  cigarette 
smoke.  The  primary  motivation,  therefore,  is  re- 
lated to  health.  This  factor  probably  plays  a role 
in  the  greater  ease  with  which  the  habit  is  aban- 
doned by  middle-aged  or  older  adults.  Hammond 
and  Garfinkel1  have  reported  an  absolute  decrease 
in  smoking  of  10.0  per  cent  (relative  decrease  of 
21.8  per  cent)  among  some  200,000  men  studied 
between  1959  and  1965.  It  was  observed  that  males 
near  30  years  of  age  in  1959  smoked  significantly 
more  cigarettes  than  older  adults.  When  this  group 
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was  surveyed  5 years  later  it  was  observed  that 
they  no  longer  continued  their  high  rate  of  ciga- 
rette consumption.  The  popularity  of  cigarette 
smoking  among  young  people,  established  many 
years  ago,  continues  today.  Their  high  consumption 
decreases  as  they  age,  suggesting  increased  motiva- 
tion. Ejrup2  indicated  the  importance  of  enhanced 
motivation  by  making  this  a primary  goal  of  clinic 
therapy.  When  a medical  motivation  is  absent,  it 
is  necessary  to  reinforce  the  concept  of  the  detri- 
mental effect  of  cigarette  smoking  by  repeated 
transmission  of  information.  The  almost  daily  ex- 
posure of  the  public  to  newspaper  and  magazine 
articles  and  to  announcements  of  health  agencies 
(American  Cancer  Society,  American  Heart  Asso- 
ciation, Tuberculosis  and  Health  Association,  and 
the  Federal  Government)  provides  substantial  mo- 
tivation enhancement.  More  detailed  information 
can  be  supplied  in  a clinic  setting  and  should  be 
an  integral  part  of  the  withdrawal  clinic  program. 
The  withdrawal  clinic  candidate  may  be  most  re- 

(ceptive  to  this  approach  because  of  his  conditioning 
by  factors  mentioned  above.  It  is  most  important, 
therefore,  to  exploit  this  opportunity  to  increase 
motivation.  In  addition  to  the  opportunity  simply 
to  expose  him  again  to  authoritatively  delivered 
information,  the  clinic  smoker  benefits  from  the 
“group”  experience  in  which  full  discussion  pro- 
vides opportunity  for  increased  mutual  or  selfmo- 
tivation. 

The  complete  failure  to  establish  youth  clinics 
was  startling.  One  clinic  was  organized  in  a large 
high  school  in  the  Providence  area.  The  school  was 
selected  because  of  its  participation  in  an  earlier 
project  which  resulted  in  the  formation  of  a “teach- 
ing and  experiment”  kit  on  smoking  which  was 
used  in  that  and  other  Rhode  Island  schools.  An- 
nouncement throughout  the  school  resulted  in  30-40 
candidates  claiming  interest  in  the  program.  When 
the  first  clinic  was  held  approximately  15  individ- 
uals appeared.  Their  number  dwindled  to  a solitary 
girl  at  the  fifth  meeting.  (The  effort  was  aban- 
doned.) The  lack  of  motivation  among  this  group 
was  striking.  It  is  indeed  almost  irrelevant  to  men- 
tion a motivation  for  discontinuation  of  smoking  in 
the  teenage  group.  The  development  and  establish- 
ment of  the  habit  is  in  full  progress  during  the 
high  school  period.  Salber  et  al.3  reported  that  reg- 
ular smoking  increased  from  7 per  cent  in  the  sev- 
enth to  46  per  cent  in  the  twelfth  grade  among 
boys,  and  from  1 per  cent  to  55  per  cent  over 
the  same  interval  among  girls.  It  is  interesting  too 
that  Hammond1  reported  45.8  per  cent  of  men  and 
25.8  per  cent  of  women  to  be  habitual  smokers  in 
1959.  Consequently,  young  people  reach  a high 
smoking  incidence  very  rapidly  and  tend  to  de- 
crease cigarette  use  thereafter.  The  need  to  smoke 
at  an  early  time  in  life  becomes  almost  impulsive 


for  a significant  number  of  individuals.  The  reasons 
given  by  Newton  High  School  subjects  are  reported 
by  Salber  et  al.4  Conformity,  curiosity,  and  enjoy- 
ment were  most  frequently  recorded;  “belonging  to 
the  crowd”  and  desire  to  impress  the  peer  group — 
to  attain  and  hold  status — were  important  factors. 
It  is  clear  that  preoccupation  with  these  strong  driv- 
ing forces  precludes  any  possibility  that  this  young 
group  would  be  remotely  motivated  to  “kick  the 
habit.”  Salber  et  al.5  have  also  studied  the  person- 
ality of  smokers  compared  with  that  of  non-smok- 
ers. Heavy  smokers  (males)  had  greater  difficulty 
with  authority,  especially  parental,  than  non-smok- 
ers. As  compared  to  non-smokers  they  had  fewer 
“inner  resources,”  watched  television  and  movies 
more  often,  read  fewer  books,  owned  cars  more 
frequently,  went  to  more  dances,  played  at  sports 
less,  and  belonged  to  fewer  clubs.  In  general  the 
teenage  smoker  acquired  a habit  that  “symbolized 
security  in  the  crowd,  adult  status,  superiority,  so- 
phistication, and  defiance.”4  5 It  is  of  interest  that 
the  smoking  rate  among  delinquents,  whose  defi- 
ance of  authority  has  extended  beyond  socially  ac- 
ceptable limits,  is  much  higher  than  among  the 
normal  population.6  While  this  observation  does  not 
imply  that  smoking  teen-agers  are  delinquents,  it 
further  emphasizes  the  apparently  almost  compul- 
sive need  for  self-expression  and  attainment  of 
some  kind  of  status-image  among  certain  groups 
of  young  people. 

A somewhat  prolonged  discussion  of  the  smoking 
habits  of  youth  is  intended  to  emphasize  impor- 
tance of  the  role  of  motivation  in  smoking  with- 
drawal. The  group  most  unresponsive  to  the  clinic 
structure  described  in  this  paper  is  the  teen-age 
population  of  smokers.  It  will  be  necessary  in  the 
future  to  await  maturation  to  the  early  and  middle 
adult  ages  for  proper  appearance  of  motivation,  or 
to  attack  youth  prior  to  the  high  school  level.  Ex- 
periments in  fourth,  fifth,  and  sixth  grade  groups 
may  yield  important  information  and  are  being  ini- 
tiated in  some  areas  of  Rhode  Island.  In  addition 
to  efforts  at  school,  social  and  parental  influences 
will  require  study  in  this  endeavor. 

Only  40  per  cent  of  candidates  had  discontinued 
smoking  at  the  end  of  the  clinic  sessions.  The  rapid 
decrease  in  cigarette  consumption  among  quitters 
during  the  first  week  of  the  clinic  was  accounted 
for  by  sudden  discontinuation  of  smoking  by  some 
candidates  at  the  time  of  the  first  clinic  session. 
Although  many  of  these  individuals  complained  of 
troublesome  “withrawal”  symptoms  during  the  first 
and  second  weeks  (occasionally  for  longer  periods), 
they  experienced  marked  subjective  improvement 
as  the  clinics  proceeded.  The  “early”  quitters  were 
a determined  well-motivated  group  and  generally 
sustained  their  abstinance  from  tobacco  throughout 
(Continued  on  next  page) 
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the  clinic  sessions.  Plakun  et  al7  reported  that  “first 
day”  withdrawal  was  more  likely  to  lead  to  perma- 
nent discontinuation  than  “seventh-day”  quitting. 
They  suggest,  however,  that  the  “staying  stopped” 
phase  is  different  from  the  “stopping”  phase,  and 
presents  problems  of  its  own  to  the  former  smoker. 
They  suggest  further  that  delayed  quitters  may 
become  “problem”  subjects  and  are  most  likely  to 
relapse.  Machman8  observed  that  only  a small  num- 
ber of  smokers  discontinue  smoking  after  the  first 
clinic  and  did  not  relate  early  withdrawal  to  better 
permanent  results.  He  further  stated  that  the  sub- 
sequent clinics  reinforce  determination  to  stop 
smoking.  Both  Plakun’s  and  Bachman’s  observa- 
tions were  confirmed  in  the  present  study. 

There  is  nothing  magical  about  the  abrupt  dis- 
continuation of  smoking  and  its  probably  favorable 
effect  on  prolongation  of  abstinence.  Candidates 
who  stopped  early  and  abruptly  were  highly  moti- 
vated and  w'ere  able  to  take  advantage  of  succeed- 
ing clinics  to  fortify  their  determination  to  quit. 
Some  gained  weight,  but  were  not  greatly  concerned. 
A few  attended  weight-watcher’s  clubs  to  counter 
weight  gain.  Many  of  the  early  quitters  assumed 
an  almost  crusading  attitude  and  were  major  par- 
ticipants in  group  discussion.  They  manifested  great 
pride  in  their  “triumph”  over  the  “weed”  and  pos- 
sibly to  a degree  (unconsciously  it  is  hoped)  over 
their  less  successful  clinic  colleagues.  A spirit  of 
competition  developing  during  succeeding  clinics 
contributed  to  encouragement  of  less  determined 
candidates  as  well  as  to  reinforcement  of  the  resolve 
of  successful  quitters. 

Analysis  of  factors  contributing  to  failure  to  quit 
smoking  was  not  undertaken  in  this  study.  The 
majority  of  smokers  processed  in  the  study  failed 
to  discontinue  smoking.  Study  of  rationalizations 
for  persistance  in  smoking  is  worthwhile.  David- 
son9 reported  on  440  individuals  wdio  answered  a 
series  of  questions  relating  to  their  persistence  of 
smoking.  Rationalizations  were  divided  into  4 
groups:  1)  Denials  (smoking /disease  relationship 
not  proved).  2)  Defiance  (pleasure  outweighs  haz- 
ards). 3)  Demurrers  (smoke  only  filter  cigaretttes) . 
4)  Diversions  (polluted  air  more  dangerous).  It  is 
of  interest  that  many  clinic  participants,  even 
though  they  were  destined  to  be  ultimate  failures, 
rarely  voiced  direct  comment  on  the  prospect  of 
failure.  Their  reasons  for  joining  the  clinic  were 
similar  to  those  of  potential  quitters,  but  they  fi- 
nally rationalized  their  continuation  of  the  habit. 
Some  non-quitters  stated  that  they  did  not  have 
the  “will-power”  or  had  too  much  “pressure  (per- 
sonal or  emotional)  on  them”  at  the  time  to  stop 
smoking.  Many  reasons  for  inability  to  discontinue 
the  habit  fitted  into  the  4 classifications  of  David- 
son.9 However,  is  it  possible  to  define  a difference 
between  the  personality  of  the  non-smoker  and  that 


of  the  smoker,  or  between  the  quitter  and  the  non- 
quitter?  A study  by  Matarazzo  and  Saslow10  sug- 
gested that  there  is  no  personality  characteristic 
found  exclusively  in  the  smoker  as  opposed  to  the 
non-smoker.  There  is  no  distinct  “smoker’s”  per- 
sonality. Fisher11  has  suggested  a genetic  factor  in 
the  strong  desire  to  smoke.  Dysench  et  al.12  re- 
ported that  cigarette  smokers  are  more  extraverted 
than  non-smokers.  They  suggested  that  genotype 
differences  exist  between  smokers  and  non-smokers. 
Matarazzo  and  Saslow10  quote  a German  study  in 
which  smoking  habits  of  51  pairs  of  monozygotic 
twins  were  more  nearly  alike  than  those  of  3 1 pairs 
of  dizgotic  twins.  General  opinion  is  against  the 
likelihood  of  a genetic  factor  that  characterizes  the 
habitual  smoker.  In  addition  there  appears  to  be 
little  evidence  that  any  personality  characteristic 
signals  the  presence  of  a “smoker.” 

The  possibility  that  personality  differences  may 
exist  that  are  related  to  the  ability  or  inability  to 
discontinue  smoking  is  interesting  and  could  form 
the  basis  for  suitable  withdrawal  programs  for  the 
recalcitrant  or  “weak-willed  smoker.”  A study  of 
this  problem  by  Weatherly13  in  w-hich  the  Edwards 
Personal  Preference  Schedule  (EPPS)  was  given 
to  a group  of  male  college  students  indicated  no 
specific  personality  characteristics  of  the  cigarette 
smoker.  It  was  interesting  to  note  that  a tendency 
to  “express  aggression  openly”  and  a tendency  to 
“make  decisions  for  one’s  self”  were  factors  noted 
among  those  making  successful  attempts  to  discon- 
tinue smoking.  Other  factors  that  also  play  a sig- 
nificant role  in  successful  quitting  are  weak  need 
for  “peer  affiliation,”  behavioral  stability,  and 
high  drive  to  overcome  difficult  tasks.  It  may  be 
possible,  therefore,  to  anticipate  success  or  failure 
among  smoking  withdrawal  candidates  based  on 
relative  values  for  the  factors  mentioned  above.  If 
such  selection  were  even  moderately  accurate,  can- 
didates could  be  exposed  to  relatively  specific  clin- 
ic activity  intended  to  give  them  maximum  support, 
orientation,  or  direction. 

An  incidental  observation  of  Weatherly13  that 
quitters  had  started  smoking  at  an  earlier  age  than 
non-quitters  is  opposite  to  that  observed  in  the 
present  study. 

The  use  of  lobeline  sulfate  as  an  aid  to  discon- 
tinuance of  smoking  has  received  considerable  at- 
tention. Lobeline  is  a plant  alkaloid  with  pharma- 
cological effects  similar  to  those  of  nicotine,  and 
causes  bradycardia,  broncho-constriction,  and  hy- 
potentson  from  central  vagal  stimulation.  Reflex 
stimulation  of  the  carotidbody  chemoreceptors 
causes  increased  respiratory  rate.  Large  doses  (8-10 
mg.)  of  lobeline  given  orally  or  intramuscularly 
cause  tachycardia,  episgastric  pain,  nausea,  and 
vomiting. 

Lobeline  was  use  in  the  present  study  either  as 
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a candy  pastille  containing  0.5  mg.  lobeline  sulfate, 
held  in  the  mouth  until  dissolved;  or  as  a tablet 
containing  2 mg.  lobeline  sulfate  and  at  least  100 
mg.  of  mixed  slow  and  fast  acting  antacids.  Al- 
though only  a small  number  of  smokers  were  ob- 
served in  this  study,  there  were  no  alvantages  de- 
tected among  those  receiving  lobeline,  in  pastille 
or  tablet  form,  when  compared  with  smokers  re- 
ceiving a placebo.  This  observation  concurs  with 
that  reported  in  a study  by  the  British  Tubercu- 
losis Association  14  using  Bantron®  tablets.  Rapp 
et  al.15 16  earlier  reported  Bantron®  to  be  an  ef- 
fective deterrent  to  smoking  when  80  per  cent  of 
‘‘want  to  quit”  smokers  receiving  a placebo  were 
able  to  stop  smoking.  Even  “do  not  want  to  quit” 
smokers  reduced  smoking  significantly  when  taking 
lobeline  tablets. 

Bachman8  in  a double  blind  study  of  Nikoban® 
(lobeline  pastille  used  in  the  Rhode  Island  Study) 
observed  that  50  per  cent  of  subjects  taking  the 
lobeline  pastille  stopped  smoking,  as  compared  to 
27  per  cent  among  those  who  did  not  take  lobeline. 
No  difference  in  smoking  deterrent  effect  was  noted 
between  Nikoban®  pastilles  and  placebo  pastilles 
in  the  present  study. 

Psychological  aspects  of  the  usefulness  of  an 
oral-related  deterrent  such  as  the  pastille  or  a 
“medicine”-oriented  tablet  would  be  an  interesting 
subject  for  further  study.  There  is  little  doubt  that 
lobeline,  or  some  form  of  pill,  tablet,  or  lozenge 
or  both  may  be  helpful  to  some  smokers.  Many 
reasons  for  assigning  usefulness  to  the  “medication” 
were  offered:  “gave  me  something  to  do;”  “tasted 
bad;”  “made  cigarettes  taste  bad;”  “caused  a burn- 
ing feeling  in  mv  mouth;”  “made  me  nauseated.” 
Many  other  smokers  noted  no  effect  and  “lit  up” 
a cigarette  after  the  “candy”  had  dissolved.  Many 
smokers  using  the  identically  flavored  placebo  gave 
similar  reasons  for  decreasing  or  discontinuing 
smoking. 

In  addition  to  lobeline,  artificial  cigarettes  held 
in  a black  cigarette  holders  and  flavored  with  men- 
thol, were  used.  These  were  supplied  ad  libitum 
and  were  used  freely  by  a large  number  of  the 
smokers.  Many  smokers  had  no  desire  for  a ciga- 
rette as  long  as  the  “pacifier”  was  held  between 
the  teeth.  Some  smokers  “chewed”  the  ends  off  one 
or  two  pacifiers  a week  until  their  use  was  discon- 
tinued voluntarily. 

Although  the  need  to  hold  a cigarette  in  the 
mouth  and  experience  a sucking  (or  possibly  suck- 
ling) sensation  may  not  constitute  the  only  or 
even  the  primary  reason  for  habitual  smoking,  it 
seems  likely  that  this  is  an  important.  Some  males 
are  able  to  substitute  a pipe  for  cigarettes,  while 
both  men  and  women  satisfy  the  need  for  oral 
gratification  by  occupying  the  oral  cavity  with 


unnecessary  food.  Jacobs  et  al.17  suggested  that, 
when  oral  frustration  has  occurred  earlier  in  life, 
excessive  preoccupation  with  non-nutritional  oral 
activities  may  appear  and  include  excessive  ciga- 
rette smoking.  Early  frustration  in  experience  with 
harsh  and  controlling  mothers,  impetuous  or  dan- 
ger-seeking behavior,  or  rebelliousness  was  observed 
more  often  in  heavy  than  light  smokers.  These  ob- 
servations were  considered  to  be  suggestive,  but  not 
conclusively,  of  a strong  oral  factor  contributing 
to  heavy  smoking.  It  is  possible  that  clinics  taking 
this  aspect  of  smoking  into  account  and  exploiting 
knowledge  of  mechanisms  involved  could  design  a 
course  of  clinic  activity  that  would  assist  the  heavy 
smoker  more  successfully  than  was  possible  in  the 
past. 

SUMMARY  AND  CONCLUSIONS 

In  spite  of  the  small  number  of  individuals  par- 
ticipating in  this  study  and  the  impracticalities  of 
applying  sophisticated  statistical  analysis  to  the  re- 
sults, several  general  conclusions  may  be  enum- 
erated: 

1.  Voluntary  participation  in  a group  smoking 
deterrent  effort  by  “laboring”  and  low  educa- 
tional segments  of  the  population  is  less  than 
among  office  and  professional  groups. 

2.  Early  acquirement  of  the  fixed  smoking  habit 
contributes  to  increased  difficulty  in  withdraw- 
al attempts.  The  earlier  starter  is  less  likely  to 
discontinue  smoking  than  his  later-starting  col- 
league. 

3.  Successful  attack  of  the  “smoking  habit”  must 
start  before  its  true  beginning;  i.e.  before  the 
seventh  grale. 

4.  Candidates  between  ages  41  and  60  accomplish 
smoking  withdrawal  more  effectively  than 
younger  age  groups.  Early  acquirement  of  the 
habit  and  youth  are  important  barriers  to  easy 
or  rapid  discontinuance. 

5.  This  study  suggests  that,  when  daily  cigarette 
consumption  exceeds  29,  the  rate  of  discontinu- 
ance decreases  significantly. 

6.  Increased  frequency  of  clinic  sessions,  especi- 
ally during  the  first  2 or  4 clinics,  results  in 
improved  smoking  withdrawal  rate. 

7.  The  use  of  lobeline  (in  pastille  or  tablet  form) 
did  not  significantly  alter  cigarette  withdrawal 
rate.  However,  the  use  of  a pastille  or  tablet 
(whether  lobeline  or  placebo)  assisted  some 
smokers  in  decreasing  or  discontinuing  the  use 
of  cigarettes. 
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ADULT  HEALTH  PROTECTION  THROUGH 
AN  AUTOMATED  MULTI  PHASIC 
SCREENING  CENTER 


Demonstration  Program  Is  Spon- 
sored by  the  Division  of  Medical 
Care  Administration,  Rhode  Island 
Department  of  Health , and  The 
Rhode  Island  Hospital. 

NATURE  OF  MULTIPHASIC  SCREENING 

Multiphasic  centers  are  now  being  considered  by 
the  Public  Health  Service,  local  government  agen- 
cies, private  groups  and  the  Armed  Forces.  Their 
establishment  brings  into  focus  two  widely  ac- 
cepted concepts.  These  are:  first,  that  a periodic 
health  assessment  does  have  value;  and  second, 
that  if  chronic  disease  is  uncovered  in  its  early 
stages,  its  subsequent  course  may  be  altered.  Both 
concepts  seem  intuitively  to  be  correct.  The  multi- 
phasic center  will  enable  us  to  gather  data  on  their 
validity,  but  it  will  take  many  years. 

The  expression  “multiphasic  screening”  has  been 
used  for  about  two  decades.  Recently,  because  of 
the  possibility  of  adaptation  of  new  technologies 
to  the  delivery  of  medical  care,  it  has  new  impli- 
cations. In  the  past,  the  term  has  meant  a unit 
where  two  or  more  unrelated  medical  tests,  i.e. 
phases,  were  brought  together  to  screen  a healthy 
population  for  illness.  Usually,  the  goal  of  the 
program  was  to  uncover  early  or  asymptomatic  dis- 
ease. 

The  earliest  stages  in  the  multiphasic  programs 
were  most  commonly  a chest  x-ray,  a blood  glu- 
cose and  a serological  test  for  syphilis.  The  more 
extensive  programs  tended  to  be  supported  by  pri- 
vate groups,  frequently  industries  and  labor  unions, 
as  an  effort  to  keep  a specific  population  healthy 
and  also  as  a wray  to  cut  medical  costs.  Today,  with 
the  advent  of  computers  for  data  processing  and  of 
automated  testing  devices,  it  became  exciting  to 
consider  the  possibility  of  using  these  techniques 
to  link  ten  to  twenty  screening  phases  together  in 
a center  with  the  same  goals  as  the  smaller  pro- 
grams. In  this  way,  a large  population  might  be 
screened,  and  the  health  of  a whole  community 
might  be  investigated  and  conserved  at  a reasonable 
cost. 


This  work  supported  in  part  by  Contract  No.  110-68 
of  the  U.  S.  Public  Health  Service  and  by  the  Rhode 
Island  Department  of  Health. 


HERBERT  P.  CONSTANTINE,  M.D.,  of  Provi- 
dence, R.I.  Medical  Director,  Multiphasic  Screen- 
ing Program,  Rhode  Island  Hospital,  Providence, 
R.I. 


In  standard  medical  practice,  a physician  sees 
a patient  and  then  orders  one  or  more  tests  based 
on  his  examination.  These  tests  are  then  accom- 
plished, and  the  patient  returns  to  the  physician 
with  the  results  for  re-evaluation.  Possibly  more 
tests  are  ordered,  and  another  go-around  ensues. 
In  multiphasic  screening,  the  individual  first  under- 
goes a battery  of  tests  chosen  so  as  to  screen  as 
widely  as  possible  for  major  medical  problems.  He 
then  sees  the  physician  for  the  first  time  with  the 
tests  finished  and  the  results  available.  This  ac- 
complishes two  things.  When  the  physician  first 
encounters  the  patient,  he  has  at  his  command  the 
results  of  many  of  the  procedures  he  needs  for  full 
evaluation  of  the  patient’s  health.  Some  possi- 
ble diagnosis  may  be  eliminated  immediately 
and  other  possibilities  considered.  This  saves 
patient  and  physician  time.  In  addition,  the 
screening  can  uncover  illnesses  before  either  patient 
or  physician  might  have  any  inkling  as  to  their 
presence.  However,  this  advance  is  feasible  only 
if  the  total  screening  procedure  can  be  accom- 
plished at  a cost  equivalent  to  or  less  than  the  pres- 
ent average  cost  of  a health  examination.  With  the 
use  of  computers  and  automated  procedures,  this 
is  now  possible. 

Multiphasic  screening  programs  may  be  thought 
of  as  open  or  closed  systems.  In  the  latter,  a spe- 
cific clientele  is  examined  by  a specific  group  of 
doctors.  This  implies  a closed  loop  with  a patient 
and  physician  cooperation  as  part  of  a general  over- 
all plan,  as  might  exist  in  an  insurance  program 
or  with  a group  of  employees.  In  the  open-ended 
situation,  the  facility  stands  as  an  individual  health 
entity  and  thus,  subject  recruitment  and  detailed 
follow-up  became  important  problems.  Sufficient 
motivation  and  reaching-out  into  the  community 
must  be  accomplished  to  insure  an  adequate  use 
of  the  facility  by  the  public.  Good  relations  must 
be  maintained  with  external  medical  facilities,  i.e. 
personal  physicians  and  clinics,  to  insure  follow-up. 
The  patient  and  the  information  must  reach  the 
physician  to  make  the  program  a success,  and  the 
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physician  has  to  feed  back  information  to  the  Cen- 
ter so  that  it  may  evaluate  its  accomplishments  and 
alter  its  program  where  necessary. 

The  current  concept  of  a multiphasic  center  en- 
visions a unit  on  one  floor  with  from  ten  to  twenty 
stations,  including  such  things  as  ECG,  chest  x-ray, 
breast  x-ray,  breathing  tests,  etc.  At  one  station, 
blood  is  drawn  for  complete  blood  count  and  twelve 
blood  chemistries.  These  might  include  tests  for 
kidney  disease,  arthritis,  and  liver  disease  as  well 
as  the  blood  sugar.  Inasmuch  as  possible,  all  tests 
are  done  with  newly  trained  paramedical  personnel 
with  few  nurses  and  no  physicians  present.  This  is 
important  because  of  the  conservation  of  medical 
manpower  involved.  The  information  is  collected 
and  correlated  in  a computer  and  a final  print-out 
is  sent  to  the  screening  physician. 

The  limitations  of  the  Center  will  lie  in  the  tests 
available  as  screening  procedures.  An  effort  must 
be  made  to  distinguish  between  a screening  pro- 
cedure and  a diagnostic  one.  The  former  is  one 
that  can  be  used  easily  on  large  numbers  of  people 
to  identify  those  individuals  who  are  likely  to  have 
a given  illness.  Diagnostic  tests,  usually  more  for- 
midable, are  used  by  the  physician  to  establish 
definitely  the  presence  or  absence  of  a specific  con- 
dition. Screening  tests  must  not  be  so  lacking  in 
specificity  so  as  to  produce  many  false  positives 
resulting  in  subsequent  expensive  non-rewarding 
diagnostic  procedures,  or  the  participants  will  lose 
interest.  On  the  other  hand,  the  screen  must  not 
be  so  sensitive  as  to  miss  mild  cases  and  to  come 
into  disrepute.  The  tests  must  not  be  unduly  time- 
consuming  or  uncomfortable,  or  else  healthy  indi- 
viduals will  be  unwilling  to  take  part  in  the  pro- 
gram. The  diseases  screened  for  must  cause  signifi- 
cant morbidity  and  mortality  so  that  the  results  are 
not  trivial. 

The  ultimate  success  of  the  Center  will  be  in 
the  improvement  of  the  general  health  at  a non- 
prohibitive cost,  and  insight  into  the  incidence  and 
natural  history  of  major  chronic  diseases. 

RHODE  ISLAND  DEMONSTRATION  PROGRAM 

The  purpose  is  to  develop,  operate,  and  demon- 
strate a model  adult  health  maintenance  program 
in  Rhode  Island,  using  to  the  extent  feasible  auto- 
mated equipment  and  techniques  which  will  achieve 
optimum  utilization  of  the  time  of  physicians  and 
other  health  workers,  and  which  will  permit  the 
health  assessment  of  large  numbers  of  adults  in  an 
economical  and  effective  manner. 

This  demonstration  is  based  on  the  following 
premises:  (1)  Early  diagnosis  and  treatment  of 
presymptomatic  disease  will  postpone  clinical  dis- 
ease and  its  complications.  (2)  It  is  possible  to 
utilize  modern  automated  equipment  and  tech- 
niques to  develop  more  efficient  use  of  medical  re- 


sources. (3)  A need  exists  for  the  service,  and  the 
people  will  accept  such  services.  (4)  Demonstration 
of  this  program  will  motivate  health  professionals 
to  plan  for  the  establishment  of  comparable  Adult 
Health  Maintenance  programs  in  other  communi- 
ties. 

Background  — The  Adult  Health  Protection  and 
Aging  Branch  of  the  U.S.  Public  Health  Service  has 
contracted  for  the  development  of  four  demonstra- 
tion programs  utilizing  automated  or  semi-auto- 
mated equipment  to  make  health  assessments  of 
the  adult  population.  These  contracts  are  with  Tu- 
lane  University  School  of  Medicine,  Milwaukee 
City  Health  Department,  Brookdale  Hospital  Cen- 
ter (Brooklyn,  N.Y.),  and  Rhode  Island  State 
Health  Department,  in  conjunction  with  the  Rhode 
Island  Hospital. 

The  critical  problem  to  be  resolved  in  these  dem- 
onstrations is  how  such  a program  can  be  incor- 
porated as  an  integral  part  of  a Community  health 
service  structure. 

Varied  Settings,  Varied  Approaches — The  varied 
settings  in  which  these  demonstrations  are  con- 
ducted— a medical  school,  a hospital,  a city  health 
department,  and  a State  health  department — will 
be  important  factors  leading  to  unique  differences 
in  development  and  implementation  of  each  of 
these  programs. 

Demographic  differences  in  the  four  demonstra- 
tion areas  will  also  necessitate  special  approaches. 
These  differences  include  such  facts  as:  (1)  pop- 
ulation density,  (2)  ethnic  composition,  (3)  eco- 
nomic and  education  levels,  and  (4)  prevailing  at- 
titudes toward  community  health  services.  In  the 
light  of  differences  of  settings  and  demographic 
factors,  it  is  anticipated  that  experience  gained 
from  the  four  demonstrations  will  be  a valuable 
resource  for  the  development  of  guidelines  for  other 
communities  wishing  to  establish  comparable  pro- 
grams. 

Who  is  eligible  for  services  in  Rhode  Island?  — 
Persons  from  all  social  and  economic  levels  are  eli- 
gible. The  services  are  offered  to  all  adults  over  40 
years  of  age  in  the  state  who  consider  themselves 
“healthy.” 

Adult  Health  Assessment  — What  is  it?  — Adult 
health  assessment  is  a new  entity  which  is  not  pres- 
ently available  in  the  complex  of  health  services.  It 
consists  of  a self-administered  history  and  a battery 
of  screening  tests  performed  by  trained  technicians 
before  the  physician  sees  the  patient. 

Screening  tests  include  anthropometric  measure- 
ments, blood  pressure,  electrocardiography,  breast 
examination,  chest  x-ray,  pulmonary  function,  vis- 
ion and  hearing  acuity,  ocular  tension,  urinalysis, 
hematology,  blood  chemistries,  STS,  and  cervical 
cytology.  These  tests  take  approximately  iy2  hours. 

(Continued  on  next  page) 
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Automated  multiphasic  screening  makes  it  pos- 
sible to  economically  and  efficiently  collect  a set  of 
quantitative  data  on  the  participant,  the  signifi- 
cance of  which  is  subject  to  the  clinical  judgment 
of  his  physician.  An  essential  second  step  in  adult 
health  assessment  is  a visit  to  the  physician.  Prior 
to  taking  the  screening  tests,  the  participant  is 
required  to  name  his  personal  physician  or  Out 
Patient  Department  and  sign  a release  permitting 
the  information  to  be  sent  to  the  designated  source. 

Adult  Health  Assessment  — What  it  is  not  - — 

It  is  XOT  a substitute  or  the  traditional  history 
and  physical  examination.  It  is  XOT  a substitute 
for  medical  treatment.  It  is  XOT  a definitive  diag- 
nostic procedure. 

A fter  the  screening  tests  are  completed — A mem- 
ber of  the  clinic  team  explains  the  meaning  of 
adult  health  assessment  to  the  participant  and  ad- 
vises him  to  make  an  appointment  with  his  physi- 
cian to  learn  about  the  reults  of  his  screening  test 
and  have  a physical  examination.  He  is  told  that: 
( 1 ) Only  a physician  can  properly  evaluate  and 
interpret  a multiphasic  screening  report.  (2)  If 
abnormalities  are  indicated,  the  patient’s  own  phy- 
sician will  usually  have  to  perform  additional  ex- 
aminations or  tests  to  definitely  diagnose  the  exist- 
ence of  specific  disease.  (3)  Even  when  the  findings 
are  all  within  normal  range,  the  information  serves 
as  valuable  baseline  data  for  the  physician’s  future 
reference. 

All  of  the  data  from  the  screening  tests,  includ- 
ing the  medical  history,  are  processed  by  a modern 
highspeed  computer,  which  summarizes  all  medic- 
ally significant  results  in  printed  form.  The  printed 
summary  is  mailed  to  the  patient’s  own  physician. 
After  a reasonable  interval  of  time,  if  the  partici- 
pant has  not  contacted  his  physician,  follow-up 
measures  are  taken  to  motivate  him  to  do  so.  Vital 
to  the  success  of  this  activity  is  the  full  cooperation 
of  the  medical  profession  in  accepting  data  on 
health  status  collected  by  the  program. 

The  Rhode  Island  Project  — The  Multiphasic 
Screening  Center  will  be  located  on  the  grounds  of 
Rhode  Island  Hospital.  A new  building  has  been 
planned  for  the  Center.  Sixteen  screening  tests,  plus 
urinalysis  a complete  blood  count  and  blood  chem- 
istries will  be  performed  on  each  individual 
screened  at  twenty  stations  in  the  Center.  In  addi- 
tion, a medical  history  will  be  taken  on  each  per- 
son. The  building  will  also  house  a laboratory, 
computer  room,  a mail  and  file  room,  seven  ad- 
ministrative offices  and  an  employee  lounge. 

When  will  the  Screening  Center  be  available?  — 
The  Screening  Center  will  be  available  in  the  late 
fall  of  1968.  The  Center  will  employ  some  forty 
people.  The  Rhode  Island  Multiphasic  Screening 


Center  will  provide  health  assessment  to  some 
10,000  individuals  in  calendar  year  1969  and  dou- 
ble its  capacity  in  1970. 

SMOKING  DETERRENCE  CLINIC 

(Continued  from  Page  257) 

The  generous  supply  of  Xikoban®  and  placebo 
pastilles  by  M.  R.  Thompson  Inc.,  711  Fifth  Ave., 
New  York  22,  New  York;  and,  of  Bantron®  — 
synthetic  lobeline,  natural  lobeline  and  placebo  pills 
by  Campana  Corporation,  Batavia,  Illinois,  is  grate- 
fully acknowledged. 

The  innumerable  tasks  associated  with  clinic  me- 
chanics and  organization,  literature  survey,  assem- 
bling of  data,  and  preparation  of  the  manuscript 
were  accomplished  only  through  the  skill  and  dedi- 
cation of  our  secretary,  Mrs.  Roselyn  Winterbottom. 
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PHYSICIANS'  LEGAL  LIABILITY  FOR 
REFUSING  EMERGENCY  AID 


Physician  Is  Not  Bound  to  Render 
Professional  Services  To  Everyone 
Who  Applies. 

Last  New  Year’s  Eve  a North  Scituate  doctor 
was  summoned  by  the  Rhode  Island  State  Police  to 
render  emergency  medical  aid  to  an  unconscious 
woman  who  had  been  taken  to  the  Chepachet  State 
Police  barracks.  Through  his  wife,  also  a physician, 
the  doctor  declined,  stating  he  was  ill. 

Both  husband  and  wife  were  subsequently  charged 
by  the  State  Police  with  violating  an  old  and  rarely 
(if  ever)  used  statute  that  provides: 

“Aid  and  Assistance  in  Execution  oj  Office. — 
Every  town  sergeant  and  constable,  in  the  due 
execution  of  his  office,  may  command  all  neces- 
sary aid  and  assistance  in  the  execution  of  his 
said  office;  and  every  person  who,  when  so  re- 
quired, shall  refuse  or  neglect  to  give  such  aid 
and  assistance,  shall  be  fined  not  exceeding 
$20.00.”1 

At  the  conclusion  of  the  ensuing  trial,  Judge  Wil- 
liam H.  McSoley,  Jr.,  of  Eighth  District  Court, 
Cranston,  ruled  that  the  statute  did  not  give  police 
authority  to  order  doctors  to  render  emergency 
medical  assistance. 

This  article  will  discuss  the  legal  principles  ap- 
plicable to  this  case,  which,  although  unique,  pose 
basic  questions  if  only  because  of  the  emotionally 
charged  situation  of  the  person  in  need  of  emer- 
gency medical  aid. 

PROFESSIONAL  VERSUS  LEGAL  DUTY 

It  should  be  emphasized  at  the  outset  that  the 
medical  profession,  while  supporting  the  profes- 
sional person’s  long  held  privilege  of  deciding  with 
whom  he  will  enter  into  a professional  relationship, 
at  the  same  time  recognizes  that  professional  re- 
sponsibility requires  that  the  physician  render 
emergency  aid  when  possible.  Such  a responsibility 
has  been  codified  in  the  principles  of  medical 
ethics.2 

While  the  professional  duty  to  render  emergency 
aid  is  thus  clear,  it  by  no  means  follows  that  there 
is  a corresponding  legal  duty  when  ordered  by  civil 
authorities  to  provide  emergency  care.  Although 
there  is  not  a substantial  amount  of  law  in  this 
area,  the  cases  and  legal  writing  fully  support  the 
decision  of  Judge  McSoley. 


CHARLES  P.  WILLIAMSON,  Esq.,  of  Provi- 
dence, R.I.  Legal  Cotinsel,  Rhode  Ssland  Medical 
Society. 


COMMON  LAW 

Before  we  examine  the  statute  under  which  the 
doctors  were  charged,  we  must  look  to  the  common 
law.  It  seems  clear  that  in  the  absence  of  a statute 
to  the  contrary,  the  law  recognizes  that  physician 
may  decline  to  render  professional  services,  even 
in  emergency  situations.  One  legal  authority  states 
as  follows: 

“A  physician  is  not  bound  to  render  profes- 
sional services  to  everyone  who  applies,  and  may 
refuse  to  respond  to  the  call  of  a patient  unable 
to  compensate  him;  and  he  is  therefore  not  liable 
for  arbitrarily  refusing  to  respond  to  a call  or 
render  treatment  even  though  he  is  the  only  phy- 
sician available.”3 

Further,  it  has  been  held  that  the  existence  of  a 
statute  governing  the  licensing  of  physicians  does 
not  enlarge  the  physician’s  duty  in  regard  to  ac- 
cepting an  offered  patient.  Research  indicates  that 
these  rules  have  been  enunciated  in  litigation  be- 
tween private  individuals  and  physicians,  and  not 
the  prosecution  of  doctors  by  civil  authorities. 

A 1901  Indiana  case  provides  a dramatic  illustra- 
tion of  the  above-stated  rules.  In  that  case,  a man 
who  was  seriously  ill  and  sent  a request  to  his 
family  doctor  to  attend  him,  even  enclosing  a fee 
in  advance.  The  physician  was  not  engaged  with 
any  other  patients,  and  was  the  only  doctor  pro- 
curable in  time  to  save  the  life  of  the  man.  The 
man  died,  and  a negligence  action  was  brought  by 
his  administrator  against  the  doctor.  In  holding  for 
the  doctor,  the  court  stated: 

“The  alleged  wrongful  act  was  (the  doctor’s) 
refusal  to  enter  into  a contract  of  employment. 
Counsel  do  not  contend  that,  before  the  enact- 
ment of  the  law  regulating  the  practice  of  med- 
icine, physicians  were  bound  to  render  profes- 
sional service  to  everyone  who  applied  . . . The 
act  regulating  the  practice  of  medicine  provides 
for  a Board  of  Examiners,  standards  of  qualifi- 
cation, examinations,  licenses  to  those  found 
qualified,  and  penalties  for  practicing  without 
a license.  . . . The  act  is  a preventive,  not  a 
compulsive  measure.  In  obtaining  the  state’s  li- 
cense (permission)  to  practice  medicine  the  state 
does  not  require,  and  the  licensee  does  not  en- 
gage, that  he  will  practice  at  all  or  on  other 
(Continued  on  next  page) 


physicians’  legal  liability  for  refusing  emergency  aid 


261 


terms  that  he  may  choose  to  accept.  Counsel's 
analogies,  drawn  from  the  obligations  to  the 
public  on  the  part  of  innkeepers,  common  car- 
riers, and  the  like,  are  beside  the  mark."4 
Another  court  has  recently  stated: 

■‘It  is,  of  course,  axiomatic  that  a doctor  is  not 
required  to  answer  the  plea  of  all  who  seek  his 
aid.  . . ,”5 

These  principles  are  at  least  inferentially  sup- 
ported as  well  by  the  Good  Samaritan  statutes  that 
have  been  enacted  in  a number  of  states  providing 
varying  degrees  of  protection  from  negligence  suits 
for  doctors  who  aid  emergency  victims.  These  sta- 
tutes assume  doctors  are  not  required  to  provide 
emergency  care,  and  are  designed  to  encourage 
ithem  to  do  so. 

DOES  STATUTE  ALTER  COMMON  LAW? 

The  common  law,  then,  is  clear.  The  state  had 
to  discover  and  prove  that  a statute  had  altered 
the  common  law  in  Rhode  Island  in  order  to  con- 
vict the  two  North  Scituate  doctors. 

This  was  a tall  order,  particularly  since  the  only 
statute  that  seemed  applicable  was  that  dealing  with 
aid  to  town  sergeants  and  constables. 

It  will  be  assumed  here  that  a state  may  by  sta- 
tute, containing  appropriate  safeguards,  impose  a 
legal  duty  on  physicians  to  render  emergency  aid 
when  ordered  by  civil  authorities.  The  legal  pro- 
fession is  being  faced  with  a somewhat  analogous 
situation  following  the  decisions  of  the  United 
States  Supreme  Court6  that  defendants  in  felony 
cases  must  have  legal  counsel,  even  if  the  counsel 
must  be  appointed  by  the  court.  (A  subsidiary 
question  here  is  compensation  of  the  professional 
person  ordered  to  provide  his  unique  services.  One 
enterprising  federal  judge  instructed  a court-ap- 
pointed lawyer  to  mail  his  bill  for  legal  services  to 
the  United  States  Attorney  General,  reasoning  that 
the  legal  services  provided  at  the  order  of  the  court 
constituted  the  exercise  of  the  eminent  domain  pow- 
er, taking  of  a property  interest  for  public  use, 
requiring  government  reimbursement).7 

There  are  many  valid  legal  arguments  against 
the  application  of  the  aid-to-constables  statute  to 
our  doctor-emergency  victim  situation. 

It  is  a penal  statute,  and  penal  statutes  and 
statutes  altering  common  law  are  to  be  strictly  con- 
strued (i.e.,  not  enlarged  beyond  their  plain  mean- 
ing); the  statute  does  not  confer  any  power  on 
state  police  officers,  at  least  by  its  terms;  common 
understanding  is  that  the  duties  of  town  sergeants 
and  constables  relate  to  serving  civil  process  and. 
on  occasion,  maintaining  order;  and,  of  course, 
since  constables  are  appointed  by  municipal  gov- 
ernments rather  generously,  an  interpretation  of  the 
statute  as  argued  by  the  state  would  give  a signifi- 
cant number  of  persons  an  extraordinary  amount  of 
power  over  the  medical  profession. 


It  is  difficult  to  imagine  that  by  the  language  it 
used  in  the  aid-to-constables  statute  the  state  legis- 
lature of  1896  intended  to  confer  such  an  extreme 
power  on  civil  authorities. 

It  is  also  resonable  to  believe  that  had  the  legis- 
lature wished  to  impose  a heavier  responsibility  on 
physicians  it  would  have  done  so  in  the  physician 
licensing  statute.8  rather  than  through  a statute 
dealing  with  sheriffs  and  constables.  Nowhere  in 
the  statutory  listing  of  gross  unprofessional  conduct 
that  would  justify  revocation  of  a license  is  there 
any  reference  to  the  failure  to  respond  in  an  emer- 
gency situation. 

Further,  if  the  statute  was  interpreted  as  sug- 
gested by  the  state  (and  here  all  citizens  should 
take  notice)  its  scope  would  be  absurdly  broad,  for 
it  would  logically  follow  that  the  police  could  also 
commandeer  the  assistance  of  any  citizen  with  a 
particular  skill  that  could  be  utilized  in  an  emer- 
gency situation. 

RHODE  ISLAND  DECISION 

Judge  McSoley  perceived  this  result.  He  is  quoted 
as  saying: 

‘‘Where  are  you  going  to  limit  the  use  of  some- 
one else’s  brains  in  an  emergency?  What  if  the 
Mount  Hope  Bridge  starts  shaking  in  the  mid- 
dle? Do  the  police  have  the  power  to  summon  an 
engineer  from  his  vacation  at  the  beach?’'9 
There  is  no  question  that  the  State  Police  were 
acting  prudently  and  responsibly  in  seeking  med- 
ical aid  for  a seriously  ill  person,  nor  is  there  any 
question  about  the  professional  and  ethical  respon- 
sibility of  the  medical  profession  to  respond  to 
emergencies  when  possible  (although  there  may  be 
a question  as  to  whether  it  is  more  advisable  to 
rush  a critically  ill  person  to  a hospital  with  its 
greater  facilities). 

However,  before  the  ethical  duty  of  the  doctor 
is  translated  into  a legal  duty,  the  legislature  must 
speak  in  clear  and  unmistakable  terms  and  after 
serious  debate  on  all  aspects  of  the  issue  of  med- 
ical aid  in  emergency  cases. 
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Physicians’ 


Service  in  1967* 


Report  of  the  President  at  the  19th 
Annual  Meeting  of  the  Corporation 
of  the  Rhode  Island  Medical  Soci- 
ety Physicians  Service. 

This  year  I again  have  the  privilege  of  address- 
ing you  at  the  annual  meeting  of  the  Corporation. 
Rather  than  philosophizing  on  some  of  the  major 
national  problems  resulting  from  the  present  rev- 
olution in  medicine,  I would  like  to  touch  upon 
some  points  of  current  interest  to  you  and  your 
local  Blue  Shield  Plan. 

PREVAILING  FEE  PROGRAMS 

Last  year  at  this  time  I mentioned  the  growing 
demand  from  major  purchasers  of  health  care  for 
new  comprehensive  health  programs  that  provide 
paid-in-full  benefits  without  regard  to  patient  in- 
come. During  this  past  year,  this  demand  has  ma- 
terialized in  the  benefit  program  of  some  national 
accounts  which  we  administer  in  Rhode  Island. 

We  fully  anticipate  the  demand  for  these  broad- 
er and  more  comprehensive  programs  to  continue, 
both  on  a national  level  and  locally.  Many  Blue 
Shield  Plans  have  already  converted  from  fixed 
fee  schedule-income  limit  plans  to  prevailing  fees 
for  the  Federal  Employee  Program.  We  have  noti- 
fied the  Washington  office  of  F.E.P.  of  our  inten- 
tion to  convert  to  prevailing  fees,  hopefully  by  the 
end  of  this  year.  In  response,  they  have  agreed 
that  we  may  take  this  step  at  any  time  provided 
60  days  notice  is  given  and  the  subscription  rate 
for  the  new  program  is  ‘‘reasonable.” 

There  also  appears  to  be  widespread  agreement 
that  the  principal  objective  of  physicians  Service 
this  year  should  be  the  development,  implementa- 
tion and  availability  to  the  general  public  of  our 
own  Prevailing  Fee  Plan. 

With  these  objectives  in  mind  we  have  a pro- 
posed time  schedule  for  fully  meeting  our  obliga- 
tions on  existing  programs  and  for  getting  this  new 
plan  underway.  This  schedule,  in  brief,  is  to  verify 
usual  charge  data  with  individual  physicians,  pro- 
vide information  to  the  profession,  structure  and 
rate  the  new  program,  develop  a computer  program, 
and  obtain  Board  and  Corporation  appoval  also  by 
the  end  of  this  year. 

♦Annual  Report  Given  at  Corporation  meeting  held 
at  Sheraton  Biltmore  Hotel,  Providence,  R.I., 
March  13,  1968 


ARNOLD  PORTER,  M.D.,  President,  Rhode  Is- 
land Medical  Society  Physicians  Service 


In  conjunction  with  the  above,  we  would  like 
to  have  a new  participating  agreement  approved 
and  available  for  use  with  both  the  F.E.P.  and  our 
own  program.  We  would  hope  to  file  our  prevailing 
fees  program  with  the  Director  of  Business  Regu- 
lation by  the  first  of  next  year.  If  the  program 
and  rates  are  approved,  it  could  be  offered  to  groups 
and  individual  subscribers  early  in  1969. 

This,  as  you  must  know,  will  entail  an  extraor- 
dinary amount  of  work  by  everyone  with  a great 
deal  of  responsibility  resting  with  the  Professional 
Advisory  Committee.  The  development,  implemen- 
tation and  administration  of  usual,  customary  and 
prevailing  fees  programs  is  sensitive,  slow  and 
complex.  Also,  if  the  program  is  approved,  its  suc- 
cess will  depend  almost  entirely  on  the  cooperation, 
self-control,  prudence  and  discipline  of  the  medical 
profession. 

To  quote  Dr.  Carl  Ackerman,  Chairman  of  the 
Board,  NABSP: 

“Our  profession  has  been  one  of  the  prime 
targets  for  mudraking  in  recent  years  — How 
should  we  react  to  these  attacks? — The  answer  is 
that  instead  of  counterattacking  blindly,  we  must 
institute  our  own  self-imposed  controls.  Physi- 
cians must  assume  the  responsibility  of  quality 
and  cost  control.  It’s  unpleasant;  it’s  time  con- 
suming; it’s  a terrible  nuisance;  it’s  any  negative 
thing  you  want  to  call  it,  but  if  we  don’t  do  it, 
or  reject  it,  avoid  it,  forget  it,  hide  it  — what 
happens?  Somebody  else,  not  the  doctor’s  peers, 
does  the  controling  for  them  and  of  them.” 
Based  on  the  excellent  cooperation  we’ve  had  in 
implementing  prevailing  fees  for  radiology,  I have 
every  reason  to  believe  our  experienc  will  be  fa- 
vorable in  instituting  our  own  comprehensive  pro- 
gram. 

GROUP  PRACTICE 

Of  considerable  interest  to  you,  Physicians  Serv- 
ice, and  the  community  is  the  proposed  closed  panel 
group  practice  plan  sponsored  by  the  Rhode  Island 
AFL-CIO. 

Although  many  of  us  have  reservations  concern- 
ing this  form  of  medical  practice,  I believe  as  phy- 
sicians we  must  always  be  in  favor  of  reasonable 
experiments  in  different  approaches  to  the  produc- 
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tion  and  delivery  of  health  services.  Fortified  by 
federal  government  money  I think  we  will  see 
more  and  more  attempts  at  various  forms  of  group 
practice  in  the  future. 

As  you  know,  there  are  many  different  forms  to 
group  practice:  it  can  be  open  panel,  closed  panel, 
hospital  based,  fee  for  service,  salary,  capitation, 
union  sponsored  or  doctor  controlled. 

Each  form  of  group  practice  has  its  advantages 
and  disadvantages.  The  more  successful  prepaid 
group  practice  plans,  such  as  Kaiser  Permanente  in 
California,  are  doctor  owned  and  doctor  directed. 

If  the  members  of  the  local  unions  sponsoring  the 
group  practice  plan  here  in  Rhode  Island  were  giv- 
en an  option  of  Physicians  Service  or  the  closed 
panel  group  practice  plan,  I have  every  reason  to 
believe  a sizable  number  would  remain  members  of 
Physicians  Service. 

The  challenge  to  Physicians  Service  is  not  the 
proposed  closed  panel  group  practice  plan,  but 
rather  the  concept  of  providing  comprehensive 
medical  care  to  all  the  people  of  Rhode  Island  at 
prices  they  can  afford. 

I feel  confident  that  our  existing  programs, 
coupled  with  the  benefit  improvements  planned  for 
the  near  future,  will  more  than  adequately  meet 
this  challenge. 

PHASE-OUT  OF  PLAN  A 

A third  topic  of  current  interest  to  all  of  us  is 
the  progress  being  made  in  the  phasing-out  of  Plan 
A.  In  December  of  1965,  52  per  cent,  more  than 
half  of  our  total  enrollment,  was  in  Plan  A.  Two 
years  later  in  December,  1967,  less  than  35  per 
cent  of  the  total  Physicians  Service  enrollment  was 
in  Plan  A. 

Thus,  time  and  inflation  are  ending  the  service 
plan  we  developed  to  protect  the  low  income  sub- 
scriber, and  at  this  point  in  time,  it  has  essentially 
become  an  indemnity  plan. 

The  fact  still  remains,  however,  that  we  must 
continue  to  protect  those  loyal  27,000  subscribers 


MEDICARE  ADDS  60  MORE  DAYS 

Sixty  additional  days  of  inpatient  hospital  cov- 
erage have  been  added  to  Medicare  benefits. 

They  can  be  used  at  the  insured  person's  option 
when  ever  the  90  days  covered  in  a ’‘spell  of  illness" 
have  been  exhausted.  The  amount  of  daily  charges 
in  excess  of  $20  will  be  covered  for  each  of  these 
days. 

Unlike  the  90  day  coverage,  the  60  day  reserve 
is  not  renewable.  Once  you  use  it  up.  it's  gone. 

— Health  Insurance  Institute 


who  are  eligible  for  service  benefits  under  this  plan, 
at  least  until  inflation  phases  them  out  or  they 
become  eligible  for  protection  under  the  federal- 
state  Title  XIX  program. 

Your  Board  of  Directors  and  Administrative 
Staff  are  taking  every  step  to  voluntarily  phase-out 
Plan  A.  We  are  painfully  aware  of  the  inadequate 
benefits  of  the  plan  in  relation  to  today’s  medical 
care  costs,  and  are  constantly  urging  our  subscrib- 
ers to  upgrade  their  benefits  to  more  adequate 
levels. 

BENEFITS  IMPROVEMENTS  IN  EXISTING  PLANS 

Today,  you  have  before  you  a proposal  to  further 
increase  the  subscriber  benefits  of  our  “Plan  65.” 
Last  year,  as  you  will  remember,  this  supplemen- 
tary program  to  Medicare  was  expanded  to  include 
the  S50  deductible  and  20  per  cent  coinsurance  for 
almost  all  services  except  home  and  office  calls. 
Xow  we  are  asking  your  approval  of  further  in- 
creasing the  benefits  to  include  these  two  services 
as  well.  This  will  be  the  second  major  benefit  im- 
provement in  less  than  two  years,  and  at  no  in- 
crease in  the  original  subscription  rate. 

In  the  next  few  months,  other  proposals  for  im- 
provements in  the  benefit  structure  of  our  existing 
plans,  and  our  new  comprehensive  medical  care 
program  will  be  before  you.  It  is  hoped  that  each 
proposal  will  fill  voids  in  the  health  care  protection 
of  our  subscribers  and  provide  fairer  compensation 
to  the  providers  of  service. 

In  conclusion,  in  the  past  few  minutes  I have 
touched  on  some  of  the  current  topics  of  interest 
to  all  of  us.  Your  Board  and  staff  are  sure  that 
they  do  not  have  all  the  solutions  to  obtaining  our 
objectives.  As  a matter  of  fact,  at  times  we  feel 
sure  that  we  do  not. 

However,  operating  within  a framework  of  so- 
cial. economic,  professional,  regulatory,  and  most  of 
all.  time  pressures,  we  are  trying  to  chart  a realistic 
course  for  the  future.  At  the  same  time,  we  realize 
full  well  there  is  no  end  to  new  problems  and  ob- 
stacles with  which  we  must  deal. 

Without  your  understanding,  assistance  and  co- 
cperation.  it  would  be  impossible  to  obtain  our  mu- 
tual objectives.  For  your  continuing  support.  I 
thank  vou. 


SMOKING  DETERRENCE  CLINIC 

(Concluded  from  Page  260) 

16Rapp.  G.  W. ; Dusza,  B.  T.,  and  Blanchet,  L. : Ab- 
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17Jacobs.  M.  A.:  Knapp,  P.  H. ; Anderson,  L.  S. ; Ka- 
rush.  X.;  Meissner.  R.,  and  Richman,  S.  J. : Rela- 
tionship of  Oral  Frustration  Factors  with  Heavy 
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let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


in  diagnosis 
in  treatment 


Pro-Banthine^,., 

propantheline  bromide 

calms  the  gastrointestinal  tract 


"or  fifteen  years  Pro-Banthine  has  been  the 
aost  widely  used  anticholinergic  agent  in 
iisorders  of  gastrointestinal  motility  and 
;astric  hypersecretion.  More  recently  Pro- 
lanthine  has  reestablished  its  pharmaco- 
Dgic  effectiveness  in  diagnostic  procedures 
ising  intragastric  fibroscopy  and  hypotonic 
oentgenography. 

low  the  X-rays  were  taken 

n the  hypotonic  duodenograph1-2  repro- 
uced  above,  the  gastrointestinal  tract  was 
elaxed  with  Pro-Banthine.  The  duodenum 
vas  intubated.  Pro-Banthine  in  a dose  of  60 
ng.  intramuscularly  was  used  to  assure 
>rompt  aperistalsis  and  double-contrast  vis- 
lalization  was  achieved  with  ordinary  bar- 
urn  and  air. 

The  same  pharmacologic  efficiency  has 
>roved  of  pronounced  value  in  such  condi- 
ions  as:  peptic  ulcer,  pylorospasm,  biliary 
lyskinesia,  functional  hypermotility  and  ir- 
itable  colon. 

'ontraindications:  Glaucoma  or  severe  cardiac 
lisease. 

'recautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  maybe  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dotter, 
C.  T.:  Hypotonic  Duodenography,  Scientific  Exhibit, 
Radiological  Society  of  North  America,  Chicago, 
Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89: 438-443  (Sept.)  1967. 
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Research  in  the  Service  of  Medicine 


Help  clear  up  that  miserable  stuffed-up 
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The  Imperatives  ol  Choice 


“ We  cannot  consume  more  than  ice 
produce.  We  cannot  produce  as 
much  as  we  want  to  consume 

Why  is  it  that  the  most  productive  and  wealthi- 
est nation  on  the  earth  faces  problems  of: 

1.  Internal  disorder; 

2.  Slums  and  poverty; 

3.  Mounting  inflation; 

4.  An  increasing  balance-of-payments  deficit  and 
an  accelerating  loss  of  gold; 

5.  Huge  federal  budgets; 

6.  High  interest  rates; 

7.  Seemingly  endless  increases  in  taxes? 

While  a full  answer  to  this  complicated  question 
would  test  the  mettle  of  the  finest  moral  philoso- 
phers, these  problems  also  have  deep  economic 
roots.  Thus,  the  question  might  be  rephrased  in 
this  manner:  Why  have  we  been  unable  to  rear- 
range our  economic  affairs  to  cope  with  these  prob- 
lems? 

THE  WISDOM  OF  CHOICES 

On  the  economic  front  we  lack  not  material  re- 
sources but  lucidity  and  courage.  Courage  is  un- 
likely to  be  forthcoming  unless  opinion  leaders  will 
summon  enough  lucidity  to  understand  for  them- 
selves and  explain  to  the  public  what  is  required 
to  deal  with  the  difficult  problems  we  face,  and 
thus  to  realize  America’s  vast  potential  for  growth 
and  development.  Greater  lucidity,  therefore,  is  our 
first  need. 

As  a nation,  and  as  groups  within  the  nation,  we 
constantly  try  to  violate  the  simplest  but  most 
inexorable  economic  laws: 

1.  We  cannot  consume  more  than  we  produce. 

2.  We  cannot  produce  as  much  as  we  want  to 
consume. 

Because  of  these  absolute  imperatives,  every  so- 
ciety faces  the  problem  of  choice  - — - the  task  of 
arranging  priorities.  The  wisdom  of  the  choices  is 
partly  determined  by,  and  partly  determines,  the 
moral  fibre  of  the  society. 

Failure  to  make  the  hard  but  essential  choices 
required  to  hold  demands  on  an  economy  in  line 
with  its  ability  to  produce  inevitably  leads  to  in- 
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flation.  As  will  be  argued  subsequently,  inflation 
underlies  many  of  our  basic  economic  problems. 

COMPETING  CLAIMS  ON  THE  FISCAL  DIVIDEND 

In  this  respect,  a crucially  important  set  of 
choices  relates  to  the  level  and  composition  of  gov- 
ernment spending  and  taxing.  With  normal  eco- 
nomic growth,  government  revenues  (federal,  state 
and  local)  increase  5^4  per  cent-6  per  cent  per 
annum,  or  some  $12-14  billion  a year  at  current 
levels  of  GNP,  without  any  changes  in  tax  rates. 
This  increase  in  tax  revenues  has  been  termed  the 
“Fiscal  Dividend.”  One  of  our  continuing  problems 
of  choice  is  how  to  divide  this  dividend  between 
increased  government  spending,  cuts  in  tax  rates  or 
a reduction  in  government  debt.  Since  federal  rev- 
enues grow  more  rapidly  than  state  and  local  tax 
receipts,  a related  problem  is  how  to  allocate  any 
increase  in  spending  among  functions  performed  by 
different  levels  of  government. 

If  government  spending  rises  more  rapidly  than 
this  “Fiscal  Dividend”  (plus  most  of  what  state 
and  local  governments  can  prudently  borrow)  gov- 
ernment deficits  will  add  to  the  demand  pressures 
on  the  economy.  In  periods  of  slack  activity  with 
high  unemployment  and  unused  plant  capacity, 
deficits  may  serve  a useful  purpose  in  stimulating 
production  and  employment.  This  is  the  great  les- 
son that  the  “New  Economists”  have  been  teaching 
for  three  decades. 

In  its  pure  logic  the  “New  Economics”  call  for 
shifts  to  policies  of  restraint  once  a high  level  of 
employment  has  been  attained.  The  federal  budget 
should  be  balanced  or  show  a surplus  and  monetary 
policy  should  be  directed  at  keeping  the  rise  in 
money  and  credit  in  line  with  the  potential  growth 
in  real  production.  If  public  policy  requires  that 
spending  rise  faster  than  the  fiscal  dividend,  even 
at  full  employment,  then  tax  rates  are  supposed  to 
be  raised. 

(Continued  on  next  page) 
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essential  social  gains,  including  expanded 
medical  services.  (Editor) 
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OBSTACLES  TO  SOUND  CHOICES 

Yet  there  are.  in  practical  terms,  formidable  ob- 
stacles to  the  adoption  of  the  policies  of  fiscal  and 
monetary  restraint  needed  to  contain  inflationary 
pressures.  While  almost  no  one  is  in  favor  of  in- 
flation. very  few  people  are  willing  to  do  what  is 
required  to  keep  it  in  check.  It  is.  in  practice,  very- 
hard  to  hold  down  the  rise  in  government  spending, 
let  alone  actually  cut  back  government  programs 
or  eliminate  some  of  them.  Every  government  pro- 
gram acquires  a constituency  with  with  a vocal 
interest  in  its  continuation.  It  is  at  least  equally 
difficult  to  ask  for  further  tax  increases,  on  top 
of  the  existing  high  tax  burden. 

As  a result,  any  increase  in  government's  share 
of  total  national  output  is  likely  to  be  financed 
partly  by  higher  taxes  and  partly  by  inflation.  Gov- 
ernments can  always  pre-empt  resources  through 
inflation,  which  is  really  a form  of  taxation.  If.  with 
full  employment,  government  spends  more  without 
raising  taxes,  it  bids  real  goods  and  services  away 
from  the  private  economy  by  forcing  prices  up.  By 
so  doing,  it  taxes  those  who  must  pay  higher  prices. 
Government  deficits  are  usually  financed  in  a man- 
ner that  adds  to  total  purchasing  power  and  pro- 
vides additional  upward  pressure  on  prices. 

There  is.  in  short,  little  appetite  for  the  policies 
that  could  contain  inflation.  Lacking  lucidity  and 
courage,  the  nation  goes  along,  as  it  has  for  more 
than  two  years,  with  national  economic  policies 
that  are  perfectly  calculated  to  breed  more  infla- 
tion. Thus  the  L’nited  States  has  moved  from  an 
an  annual  rate  of  inflation  of  less  than  1 V2  per  cent 
per  annum  in  the  1958-64  period  to  an  annual  rate 
of  3 per  cent  or  more  currently.  A rate  of  no  more 
than  I A2  per  cent  per  annum  inflation  in  the  in- 
dexes might  be  tolerable,  in  part  because  the  official 
indexes  may  overstate  the  actual  rate  of  price  in- 
crease. But  it  is  patently  clear  that  a 3 per  cent 
per  annum  rise  in  the  price  indexes  constitutes  a 
real  inflationary  increase. 

INFLATION'S  HEAVY  COSTS 

What  is  wrong  with  3 per  cent  inflation?  Some 
have  argued  that  it  may  be  a small  price  to  pay 
for  holding  unemployment  to  4 per  cent  or  less  as 
we  have  done  since  late  1965.  It  is  better,  they  say. 
to  deal  with  the  consequences  of  inflation  through 
direct  controls,  if  need  be.  than  to  take  the  steps 
necessary  to  control  inflation,  steps  that  involve 
the  risk  of  higher  unemployment. 

However,  recent  experience,  as  well  as  that  over 
past  decades,  suggests  strongly  that  inflation  in- 
volves heavy  costs  domestically  and  internationally. 
And  it  is  by  no  means  proven  that  policies  directed 
at  reasonable  price  stability  will  necessarily  lead 
to  an  intolerable  level  of  unemployment. 

Inflation  is  an  inequitable  and  inefficient  form 


of  taxation.  It  affects  those  who  live  on  fixed  in- 
comes and  those  whose  incomes  tend  to  lag  behind 
the  parade.  Many  such  people  are  poor.  To  the 
extent  that  food  prices  are  affected,  as  is  typically 
the  case,  low-income  families  are  hit  dispropor- 
tionately hard.  It  is  at  least  worth  raising  the  ques- 
tion as  to  whether  the  10  per  cent  rise  in  food  prices 
since  1964  may  not  have  done  more  harm  to  those 
living  under  conditions  of  poverty  than  all  the  anti- 
poverty programs  have  done  good. 

Inflation  leads  to  high  interest  rates.  Savers  will 
not  lend  or  invest  unless  they  receive  a rate  of  re- 
turn that  compensates  them  for  the  anticipated 
rate  of  inflation.  And  the  policies  that  bring  about 
inflation  add  sufficiently  to  the  demand  for  credit 
to  push  interest  rates  up  to  levels  that  will  offset 
inflation.  This  is  the  fallacy  in  the  Populist  argu- 
ment that  inflation  will  help  debtors  and  hurt  cred- 
itors. 

Inflationary  policies  involve  heavy  risks  of  cre- 
ating an  inflationary  boom  that  could  lead  to  a 
severe  slump.  As  inflationary  psychology  spreads, 
it  enhances  the  incentives  to  build  inventories,  ex- 
pand capacity,  grant  large  wage  increases  and  spec- 
ulate in  goods,  land  and  securities.  While  it  is  the- 
oreticlly  possible  to  avoid  such  boom,  it  may  prove 
quite  difficult  in  practice.  Thus,  the  longer  term 
implications  for  unemployment  may  be  far  more 
serious  than  the  short-term  effect  from  policies  di- 
rected towards  price  stability. 

TAKING  CONFIDENCE  FOR  GRANTED 

While  most  economic  theorizing  takes  for  granted 
a favorable  state  of  confidence,  policy  makers  can- 
not assume  away  the  effects  of  their  actions  on 
people's  view  of  the  future.  If  the  public  expects 
inflation,  people  will  do  their  best  to  adjust  their 
affairs  to  it.  If.  as  is  usually  the  case,  they  are 
uncertain  as  to  the  actual  rate  of  inflation  that  will 
be  forthcoming,  they  may  over-react,  either  by  spec- 
ulating too  much  or  by  seeking  hedges  against  in- 
flation. In  these  ways  inflationary  policies  may  do 
serious  damage  to  the  intangible,  though  vitally  im- 
portant. element  of  confidence. 

The  importance  of  confidence  is  magnified  in  the 
international  field.  The  international  financial  struc- 
ture rests  essentially  on  confidence  in  the  dollar. 
The  dollar  has  become  the  leading  international 
currency  because  of  the  size,  strength  and  stability 
of  the  American  economy.  Foreigners  have  been 
willing  to  hold  dollars  and  use  them  as  the  main 
vehicle  for  international  transactions  because  they 
have  had  confidence  in  the  continued  stability  of 
the  dollars.  On  the  record,  the  United  States  has 
had  less  inflation  than  any  major  industrial  nation 
during  the  past  decade,  so  that  this  confidence  was 
justified. 

This  confidence  has  been  eroded  by  the  inflation- 
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ary  developments  of  the  past  two  and  a half  years. 
Foreign  holders  of  dollars  — some  $30  billion  — 
have  become  concerned  by  the  rise  in  U.S.  domes- 
tic costs  and  prices  and  by  the  widening  deficits  in 
the  federal  budget  and  in  the  balance  of  interna- 
tional payments.  They  have  been  even  more  con- 
cerned over  the  lack  of  forceful  and  concerted  ac- 
tion to  deal  with  these  problems. 

THE  PRESSURES  FOR  ACTION 

As  a result,  increasing  pressure  was  placed  on 
the  dollar  following  the  sterling  devaluation.  The 
U.S.  balance-of-payments  deficit  soared  in  the 
fourth  quarter  of  last  year  to  an  as  yet  unannounced 
but  obviously  huge  figure;  some  estimates  place  the 
deficit  at  annual  rates  in  a range  of  $8-9  billion. 
The  actual  loss  of  gold  in  the  fourth  quarter  is 
estimated  at  around  $1  billion. 

Facing  this  situation,  the  Administration  had  to 
take  strong  action  to  defend  the  dollar.  The  Presi- 
dent did  so  on  New  Year's  Day  in  announcing  a 
program  for  mandatory  controls  over  the  flow 
abroad  of  corporate  investment  funds,  further  re- 
strictions on  financial  flows  to  other  nations,  mea- 
sures to  reduce  tourist  expenditures  abroad  and 
unspecified  steps  to  reduce  overseas  government  ex- 
penditures. 

These  are  drastic  measures,  and  they  should 
work  in  the  short  run  to  reduce  the  balance-of- 
payments  deficit.  These  emergency  steps  buy  time, 
at  a fairly  heavy  cost,  to  deal  with  the  more  fun- 
damental problems  of  inflation  at  home  and  overly 
large  commitments  abroad.  If  this  time  is  used 
wisely  to  restrain  inflation  at  home  and  to  cut  down 
government  spending  abroad,  the  price  could  be 
worth  paying.  But  if  this  move  to  the  palliative  of 
direct  controls  is  taken  as  a sign  that  the  hard 
choices  can  be  avoided,  the  consequences  for  the 
United  States  and  the  world  economy  could  be  ex- 
tremely serious. 

The  stability  of  the  world  financial  structure, 
which  has  supported  a massive  expansion  in  world 
trade  to  the  benefit  of  all  participants,  rests  essen- 
tially on  confidence  in  the  dollar,  which  is  engen- 
dered by  the  commitment  of  the  United  States  to 
keep  the  dollar  convertible  at  $35  per  ounce  of 
gold.  To  back  that  commitment,  the  United  States 
must  act  responsibly.  To  fail  would  be  to  run  heavy 
risks  of  a worldwide  economic  crisis  and  a return 
to  the  controls  and  restrictions  that  effectively 
damped  down  economic  progress  in  the  1930’s  and 
again  in  the  early  post  World  War  II  period. 

RESOLVE  AND  RESTRAINT 

Consequently,  there  are  cogent,  and  crucially  im- 
portant, reasons  for  action  to  bring  inflationary 
forces  under  control.  This  means  curtailment  of 
government  spending,  a temporary  tax  increase  last- 


ing as  long  as  the  war  in  Vietnam  continues  and 
a slower  rate  of  increase  in  the  supply  of  money 
and  credit.  It  also  entails  responsible  wage  and 
price  restraint  in  the  private  economy.  Such  policies 
can  restore  confidence  in  the  integrity  of  the  dollar 
at  home  and  abroad. 

Resolute  action  to  contain  inflation  could  solve 
or  ameliorate  many  of  our  present  economic  prob- 
lems. Yet  there  would  remain  hard  problems  of 
choice  even  if  increases  in  government  spending 
were  held  within  limits  set  by  the  annual  growth 
in  revenues  — the  ‘'Fiscal  Dividend”  mentioned 
above. 

There  are  many  things  that  government  can, 
and  should  do,  in  support  of  the  general  develop- 
ment and  well-being  of  the  nation.  With  continued 
economic  growth,  the  ability  of  government  to  car- 
ry out  high-priority  programs  would  expand  rapid- 
ly. If  there  is  a consensus  in  the  nation  that  prob- 
lems of  poverty  and  cities  should  be  granted  higher 
priorities  and  more  funds,  then  we  must  develop 
the  lucidity  and  courage  to  reduce  or  eliminate  pro- 
grams where  today's  priorities  are  lower  than  in 
the  past. 

If  we  make  wise  choices,  we  can  bring  tremen- 
dous resources  to  bear  on  the  economic  and  social 
problems  we  confront.  But,  if  we  fail  to  choose 
with  understanding  and  foresight,  we  could  stunt 
the  vast  growth  potential  of  the  U.S.  economy  by 
eroding  confidence  in  the  future.  Our  ability  to 
meet  the  aspirations  of  our  citizens  would  be  se- 
verely constricted  if  we  sank  into  the  stagnation  of 
the  1930's  or  even  the  stagnation  of  the  sort  that 
currently  afflicts  the  United  Kingdom. 

This  is  the  great  challenge  of  1968  and  of  the 
years  ahead.  In  material  terms,  there  is  no  question 
that  we  have  the  potential  to  deal  with  the  prob- 
lems that  we  face.  With  lucidity  and  courage  we 
can  respond  to  those  challenges.  We  cannot  do  ev- 
erything at  once.  But  we  can,  if  we  order  our  pri- 
orities properly,  improve  the  quality  of  American 
life  in  impressive  fashion  in  the  years  ahead. 
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TRANSCULTURAL  PSYCHIATRY 


— A BOOK  REVIEW  — 


Attempt  Made  Through  Multidisci- 
plinary Ajtproach  to  Bridge  Gaps 
in  Cross-Cultural  Psychiatry. 

This  the  Ciba  Foundation's  first  venture  into  the 
field  of  psychiatry.  There  is  something  for  every- 
one here  except  for  those  who  feel  that  psychiatry 
is  the  concentration  of  that  part  of  medical  practice 
that  is  called  the  art  of  medicine.  The  material 
tends  to  consist  of  that  which  is  measurable  in  a 
quantified  manner  and  intellectually  exchangeable 
with  others. 

The  symposium  was  chaired  by  Sir  Aubrey  Lewis 
of  England's  famous  private  psychiatric  hospital, 
the  Maudsley.  Twenty  other  people,  most  of  them 
top-notch  and  internationally  accredited  in  their 
fields,  presented  and  discussed  (tape-recorded) 
thirteen  papers.  Of  the  participants,  ten  were  from 
North  America  (seven  from  the  USA),  five  from 
Great  Britain,  and  ene  each  from  Hong  Kong,  Ni- 
geria, Israel,  Taiwan,  and  Germany.  Thirteen  were 
psychiatrists  or  associated  with  psychiatric  clinics 
or  institutes.  The  others  were  psychologists,  soci- 
ologists and  anthropologists. 

The  thirteen  papers  were  organized  under  five 
main  headings.  After  an  introduction  on  the  subject 
of  transcultural  psychiatry  (the  definition  of  which 
is  in  the  process  of  being  formulated  — some  felt 
that  the  term  was  unnecessary)  the  four  main  di- 
visions were:  Cross-cultural  Variations  in  Psychi- 
atric Symptomatology;  Cross-cultural  Variations  in 
Care  of  the  Mentally  111;  Interaction  of  Social  and 
Cultural  Factors  in  Mental  Health,  and  Method- 
ology. Each  of  the  two  or  three  papers  given  under 
the  main  headings  tended  to  deal  with  the  personal 
focus  and  contributions  of  the  particular  speaker. 
Sometimes  the  individual  papers  hardly  fitted  under 
the  main  heading.  (This  seems  to  be  typical  of  at- 
tempts to  integrate  people  under  the  theoretical 
outlines  set  up  by  someone  else.)  The  result  was 
a variety  of  perspectives,  each  in  itself  fascinating 
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and  interesting  but  too  unrelated  for  unification 
into  a broad  concept.  Only  minimal  cross-fertiliza- 
tion occurred.  Rome  was  not  built  in  a day  or  in 
a single  symposium. 

Perhaps  because  of  my  own  position  in  time  and 
space.  I found  the  three  papers  under  "Interaction 
of  Social  and  Cultural  Factors”  the  most  practical 
and  digestible.  These  were:  "Changing  patterns  of 
adolescence’’  by  Wolfenstein  (New  York  City); 
“Cultural  change  and  psychiatric  disorder”  by 
Leighton  (then  from  New  York);  and  “Adult 
roles”  by  Margaret  Mead  (New  York  City).  Mar- 
tha Wolfenstein  focuses  on  recent  developments  in 
adolescence  in  American  middle-class  and  upper 
middle-class  families.  “In  a changing  culture  we 
may  get  reversals  of  the  order  in  the  sequence  of 
development.”  (“The  biological  process  of  growth 
from  birth  to  maturity  does  not  alone  determine 
the  demarcation  of  phases  of  development,  nor  the 
characteristic  events  or  sequence  of  events  or  se- 
quence of  events  within  any  particular  phase.  At 
any  point  in  the  growth  process  the  young  human 
being  has  a range  of  possibilities  for  learning,  feel- 
ing, and  action.  How  these  possibilities  are  realized 
varies  widely  from  culture  to  culture,  and  and  with- 
in a given  culture  in  different  periods.”)  She  deals 
with  two  main  reversals:  “1.  the  starting  of  a new 
family  before  material  independence  has  been  at- 
tained; 2.  initiation  of  sexual  relations  before  the 
emergence  of  tender  romantic  feelings.”  “Both  these 
sequences  reverse  what  has  been  considered  appro- 
priate until  now.”  Mead  in  her  characteristic  style 
comments  as  follows  in  the  discussion  of  this  paper: 
“We  use  to  talk  about  a shot-gun  wedding  when 
the  shot-gun  was  in  the  hands  of  the  girl's  father. 
Today  we  have  an  incredible  number  of  shot-gun 
weddings  with  the  shot-gun  in  the  hands  of  the 
children.  Pregnancy  today  is  used  as  a way  of  per- 
suading the  parents  to  agree  to  a marriage.  The 
parents  do  this  willingly  with  customary  celebra- 
tions and  then  support  the  young  people  financial- 
ly after  they  are  married.” 

(Continued  on  Page  276) 
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THE  PREROGATIVE  OF  FREE  CHOICE 


The  charter  of  Rhode  Island  Group  Health  Asso- 
ciation Inc.,  sponsored  by  the  local  AFL-CIO,  is 
an  interesting  document.  It  provides  for  the  es- 
tablishment of  a ‘‘nonprofit  health  service  corpora- 
tion” which  “may  provide  nonprofit  hospital  service 
plans,  nonprofit  medical  service  plans,  nonprofit 
dental  service  plans,  nonprofit  optometric  service 
plans,  and  nonprofit  service  plans  for  preventive 
and  rehabilitative  medicine  for  persons  who  become 
subscribers  under  contract  with  the  Corporation.” 
The  charter  further  provides  that  by  “contract  with 
subscribers,  the  Corporation  may  provide  nursing 
service  and  may  furnish  necessary  drugs,  medicines, 
and  supplies,  and,  in  addition  thereto,  may  main- 
tain bio-analytical,  clinical,  and  X-ray  laboratories 
or  provide  reimbursement  for  examinations  of  re- 
ports of  independent  bio-analytical,  clinical,  and 
X-ray  laboratories,  reports  of  these  laboratories  to 
a physician,  osteopath,  dentist,  optometrist,  or  po- 
diatrist employed  by  the  Corporation.”  “Medical 
Service”  is  further  defined  as  including  the  prac- 
tice of  medicine,  surgery,  osteopathy,  chiropody, 
and  podiatry,  and  the  provision  of  appliances,  drugs, 
medicines,  supplies,  and  nursing  care.  This  is,  of 
course,  a large  order. 

Several  observations  seem  valid.  In  the  first  place, 
the  charter  states  that  the  Corporation  may  pro- 
vide, not  will  provide,  such  services.  The  intent  of 
the  incorporators,  of  course,  is  to  provide  compre- 
hensive coverage;  but  the  wording  indicates  some 
uncerta’nty  as  to  whether  the  group  can  provide 
such  coverage  with  the  resources  available. 

The  second  point  concerns  the  nonprofit  nature 
of  the  Corporation.  While  this  type  of  widely  used 
public  subsidy  does  not  oblige  any  group  to  pro- 
vile  all  citizens  with  its  services,  it  does  imply  the 
obligation  to  provide  access  to  its  benefits  equally 
to  all  citizens  based  impartially  and  equally  upon 
standard  qualifications.  These  qualifications  should 
be  related  to  need  and  not  to  membership  in  an 
organization,  such  as  a union,  especially  when,  as 
in  the  case  of  certain  AFL  craft  unions,  there  are 
highly  restrictive  membership  provisions. 

Related  to  this  problem  is  the  questionable  jus- 
tification in  cases  such  as  this  of  providing  federal 
seed  money.  The  Federal  Government  through 
HEW  is  using  its  massive  influence  to  encourage 
group  practice  experiments.  Federal  grants  appar- 
ently are  available  for  planning  and  federal  loans 
for  construction.  Entirely  aside  from  possible  ben- 


efits derived  from  group  practice,  there  is  a serious 
question  whether  public  funds  should  be  provided 
to  subsidize  a plan,  the  services  of  which  will  be 
available  to  a limited  group  of  citizens,  whose  qual- 
ification is  membership  in  a union. 

The  third  point  has  to  do  with  costs.  The  theory 
behind  this  type  of  organization  is  that  medical 
costs  can  be  kept  down  by  hiring  professional  per- 
sonnel full  time  and  vending  their  services  on  a 
closed  panel  basis.  The  present  intention  appears 
to  be  to  provide  hospital  services  by  purchasing  it 
through  Blue  Cross.  There  is  very  little  available 
evidence  that  the  services  of  qualified  full-time  sal- 
aried physicians  can  in  fact  be  provided  more  eco- 
nomically than  those  of  physicians  practicing  on 
a fee-for-service  basis.  The  net  income  before  taxes 
expected  by  such  full-time  physicians  is  fully  equal 
on  the  average  to  that  of  private  practitioners. 
These  physicians,  operating  under  union  auspices, 
will  usually  work  not  more  than  forty  hours  a week. 
On  top  of  this,  approximately  two  months  each  year 
must  be  provided  for  vacations,  sick  leave,  and 
attendance  at  professional  meetings.  In  addition, 
space,  heat,  light,  telephones,  secretarial  and  nurs- 
ing services,  and  such  other  amenities  as  an  or- 
ganizel  group  will  be  expected  to  provide  must  be 
financed. 

The  problem  of  house  calls  raises  separate  ques- 
tions. House  calls  are  necessary  and  are  expected 
by  patients.  Residents  of  Xorth  Smithfield  and 
Westerly  have  the  same  rights  as  do  those  of  the 
metropolitan  area.  Providing  statewide  physicians’ 
services  in  the  home  168  hours  a week  by  individu- 
als working  40  hour  weeks  for  10  months,  based  in 
a centrally  located  clinic,  presents  quite  a challenge. 

The  next  question  involves  a definition  of  group 
practice.  Group  practice  may  imply  a voluntary 
partnership  among  physicians  of  various  specialties, 
a partnership  among  physicians  of  like  specialties, 
academic  hospital-based  groups  both  horziontal  and 
vertical  with  respect  to  specialties,  and  closed  panel 
prepayment  groups  not  controlled  by  physicians. 
There  are  others  besides.  They  may  vary  in  size 
from  a few  physicians  to  many.  They  may  be  pres- 
tigious and  of  long  standing,  such  as  the  Mayo, 
Crile,  and  Lahev  Clinics,  or  they  may  be  of  yester- 
day or  tomorrow.  Most  of  the  established  groups, 
both  private  and  academic,  however,  have  two 
things  in  common.  They  allow  free  choice,  in  that 
(Continued  on  next  page) 


EDITORIALS 


269 


the  patient  may  go  there  or  elsewhere,  and  they  are 
physician  controlled.  The  prepaid  closed  panel 
groups  have  other  characteristics.  There  is  no  ele- 
ment of  free  choice.  Some  were  established  in  areas 
where  good  medical  services  were  not  otherwise 
available.  In  general  their  membership  has  increased 
slowly  and  individually  they  have  not  growm  rapid- 
ly. They  service  a rather  limited  number  of  patients 
if  taken  as  a whole. 

The  final  and  most  serious  problem  is  the  lack 
of  free  choice  of  physician.  If  the  subscribers  to 
this  group  are  offered  no  other  choice,  it  is  quite 
likely  that  many  will  be  unhappy.  They  will  not 
like  Big  Brother  to  pick  their  doctor.  Some  will 
buy  private  care  out  of  their  own  funds,  thus  in 
effect  paying  twice.  While  doctrinaire  and  practical 
criticisms  of  closed  panel  medicine  can  be  multi- 
plied, we  do  not  seriously  object  to  experimenta- 
tion provided  the  subscribers  have  free  choice  as 
between  this  type  of  coverage  or  an  alternate  plan 
allowing  free  choice  of  physician.  There  is  in  fact 
a curious  inconsistency  on  the  part  of  unions  re- 
garding free  choice  of  physician.  They  have  long 


demanded  free  choice  under  Workmen’s  Compen- 
sation. The  Federal  Government  also  has  seen  fit 
to  preserve  the  prerogative  of  free  choice  in  both 
Medicare  and  Medicaid. 

Doctor  Arnold  Porter  in  his  recent  annual  presi- 
dential report  to  Rhode  Island  Medical  Society 
Physicians  Service  summarized  well  the  position  of 
physicians: 

“If  the  members  of  the  local  unions  sponsoring 
the  group  practice  plan  here  in  Rhode  Island  were 
given  an  option  of  Physicians  Service  or  the  closed 
panel  group  practice  plan,  I have  every  reason  to 
believe  a sizable  number  would  remain  members 
of  Physicians  Service. 

“The  challenge  to  Physicians  Service  is  not  the 
proposed  closed  panel  group  practice  plan,  but 
rather  the  concept  of  providing  comprehensive  med- 
ical care  to  all  the  people  of  Rhode  Island  at  prices 
they  can  afford. 

“I  feel  confident  that  our  existing  programs, 
coupled  with  the  benefit  improvements  planned  for 
the  near  future,  will  more  than  adequately  meet 
this  challenge.” 


AIR  POLLUTION  FROM  NATURAL  CAUSES 


Atmospheric  pollen  and  molds  are  not  usually 
thought  of  as  causes  of  air  pollution,  more  com- 
monly associated  with  industrial  gaseous  wastes. 
Although  they  do  not  contribute  largely,  they  still 
have  a dramatic  effect  upon  allergic  individuals 
in  the  community.  It  is  estimated  that  approxi- 
mately 15  per  cent  of  the  population  have  seasonal 
hay  fever  due  to  pollens  and  molds.  Some  also  have 
seasonal  asthma.  We  are  now  rapidly  approaching 
the  time  of  year  when  trees  and  plants  begin  their 
pollination.  In  Rhode  Island  elm  and  maple  are 
usually  the  first  pollens  to  appear,  during  the  last 
weeks  of  March  and  sustained  at  a significant  level 
for  approximately  two  weeks.  Birch  pollen  is  next, 
usually  around  the  first  of  May,  followed  by  oak 
a few  days  later.  Birch  pollen  lasts  only  a week, 
oak  pollen  approximately  three  weeks. 

Summer  pollen,  chiefly  from  the  grasses,  is  found 
in  the  atmosphere  at  significant  levels  from  May 
25  until  after  July  4.  The  dates  of  pollination  of 
trees  and  grasses  vary  depending  upon  the  weather. 
An  early  spring  will  cause  early  pollination,  while 
a late  spring  delays  release.  A four  week  period 
from  the  middle  of  July  to  the  middle  of  August 
is  essentially  pollen  free,  providing  transient  relief 
to  some  hay  fever  sufferers. 

Ragweed  pollen  is  airborne  from  the  middle  of 
August  to  the  middle  of  September.  The  ragweed 
peak  season,  during  which  the  count  is  above  10 
per  square  centimeter,  extends  from  August  24  to 
September  12.  The  onset  of  the  season  is  constant, 
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since  pollination  of  ragweed  is  dependent  upon  the 
shortening  days  of  summer,  not  upon  the  tempera- 
ture and  humidity.  A ragweed  plant  sheltered  from 
light  early  in  summer  can  be  made  to  pollinate  as 
early  as  July  15,  a month  early.  The  effect  of  hur- 
ricanes on  atmospheric  ragweed  pollen  is  interest- 
ing. Hurricanes  occurring  early  in  the  ragweed  sea- 
son have  essentially  no  effect  on  the  pollination  of 
the  plant,  then  in  its  hardy  stage.  Late  in  the  sea- 
son, however,  the  aged  ragweed  plants  are  readily 
destroyed,  and  the  pollen  season  is  dramatically 
curtailed. 

Mold  allergens,  as  exemplified  by  Alternaria 
spores,  appear  as  soon  as  the  ground  thaws  in  the 
middle  of  April  and  persist  until  it  freezes  at  the 
end  of  September.  The  peak  season  for  Alternaria, 
however,  is  in  the  fall  when  moist  leaves  on  the 
ground  serve  as  an  excellent  culture  medium. 

Induction  of  hyposensitization  is  an  accepted 
method  of  management  for  all  pollen  and  mold  al- 
lergies, but  requires  in  most  cases  six  months  to  a 
year  of  treatment  to  produce  significant  results. 

Avoidance  of  exposure  to  pollen  is  another  use- 
ful method  of  management.  A sea  voyage  may  be 
helpful  in  some  cases  in  avoiding  ragweed  pollen, 
but  pollens  may  be  carried  as  far  as  fifty  miles  out 
to  sea,  necessitating  a cruise  at  this  distance  from 
land.  Travel  to  Europe,  where  there  is  no  ragweed, 
or  to  areas  in  the  South,  such  as  Florida,  where  the 
ragweed  concentration  is  extremely  low,  is  feasible 
for  some  patients. 
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Development  of  a ragweed  free  area  is  a desir- 
able public  health  achievement.  It  is  an  impractical 
goal  in  inland  regions,  since  ragweed  pollen  may 
travel  for  many  miles  in  the  air.  However,  eradica- 
tion on  an  isolated  island  could  be  fruitful.  Rhode 
Island  is  fortunate  in  having  just  such  an  area  in 
Block  Island  , which  has  great  potential  as  a haven 
for  ragweed  sufferers,  notably  because  the  direc- 


tion of  the  prevailing  wind  is  from  the  sea.  Devel- 
oping Block  Island  in  such  a manner  could  pro- 
duce an  extremely  important  tourist  attraction  and 
would  also  fulfil  a worthwhile  medical  need.  The 
State  Health  Department  might  well  explore  such 
a project  as  one  of  great  promise  to  ragweed  pol- 
len sufferers  and  of  value  to  the  State  economy. 


ARS  MEDICA 


At  the  great  Philadelphia  Museum  of  Art  a new 
complex  known  as  the  Ars  Medica  Center  has  been 
established.  This  was  begun  in  1948  with  an  origi- 
nal collection  of  132  prints  and  will  now  be  greatly 
enlarged  through  a major  grant  from  the  Smith, 
Kline  and  French  Foundation. 

Elsewhere  in  this  Journal  is  a book  review  on 
Medicine  In  Art.  Each  week,  face  up  on  our  desk, 
is  the  JAMA  with  its  cover  selection  of  the  “art 
work  of  the  week,'’  frequently  very  well  chosen,  to 
illustrate  an  article  within.  As  noted  in  the  book 
review,  a physician  cannot  escape  having  seen, 
consciously  or  subliminally,  prints  of  most  of  the 
world's  great  paintings  related  to  medicine.  This  is 
good,  and  it  is  one  of  the  small  facets  of  the  med- 
ical life  which  make  the  practice  of  medicine  a 
unique  experience.  Medicine  is  a complete  way  of 
life  with  infinite  ramifications;  art  is  no  small 
part  of  it. 

The  newT  Ars  Medica  Center  deserves  our  atten- 
tion, not  only  because  great  collections  require  fore- 
thought and  purpose,  but  also  because  it  is  ap- 


parent that  a great  collection  will  evolve  in  Phila- 
delphia. More  important  is  the  creation  of  the  ac- 
companying center  for  pictorial  research  in  the 
history  of  medicine  and  the  allied  professions. 
Recognizing  that  no  information  is  any  better  than 
its  availability,  plans  for  photographs,  slides,  ref- 
erence works,  loans,  exhibitions,  and  an  excellent 
retrieval  system  are  all  provided  for  in  the  grant. 

We  can  all  look  forward  to  visiting  Philadelphia 
again  sometime  in  the  not-too-distant  future,  for 
it  is  a great  medical  center  and  a frequent  site  for 
medical  conventions  and  meetings.  It  would  be  well 
to  jot  down  on  your  list  of  things  to  do  a visit  to  the 
Ars  Medica  Center.  When  you  make  your  plans, 
allow  a little  time  for  the  Philadelphia  Museum  of 
Art  itself,  one  of  the  great  art  repositories  of  the 
the  country,  with  something  for  everyone,  includ- 
ing physicians.  The  medical  profession  of  Rhode 
Island  acknowledges  the  generosity  of  Smith,  Kline 
and  French,  and  wishes  the  curators  of  the  Phila- 
delphia Museum  of  Art  a happy  task  in  assembling 
the  cultural  record  of  the  History  of  Medicine  in 
Graphics. 


HOSPITAL  COSTS 


Doctor  Howard  A.  Rusk,  writing  in  The  New 
York  Times,  has  pointed  out  that,  while  the  costs 
of  drugs  and  physicians’  fees  are  frequently  the 
“whipping  boys”  of  critics  of  rising  medical  costs, 
the  primary  factor  is  increased  costs  in  hospitals. 
A large  New  York  hospital  recently  announced  an 
“inclusive  rate11  for  ward  patients  averaging  $83.50 
per  day  for  the  first  ten  days  of  hospitalization. 

Representative  Anthony  J.  Brosco,  Chairman  of 
the  Rhode  Island  special  legislative  Commission  on 
Hospital  Costs,  has  introduced  legislation  in  the 
Rhode  Island  General  Assembly  which  would  pro- 
hibit a hospital  from  undertaking  any  kind  of 
building  program,  including  new  construction,  sub- 
stantial alteration,  or  purchase  of  equipment,  with- 
out prior  approval  of  a licensing  agency.  It  would 
provide  for  “a  uniform  system  of  reporting  detailed 
financial  and  statistical  data  pertaining  to  the  op- 
eration, services,  and  facilities”  of  each  hospital. 


Governor  John  H.  Chafee  was  so  impressed  by  this 
approach  that  he  spoke  glowingly  of  it  before  the 
New  England  Hospital  Assembly  meeting  in  Boston. 
All  of  this  is  a little  naive  and  pathetic,  because  it 
raises  false  hopes  and  realistically  will  probably  ac- 
complish very  little  to  affect  hospital  costs. 

A year  ago  HEW  reported  that  hopital  costs  rose 
16  per  cent  in  1966  compared  with  an  average  of 
7 per  cent  increase  for  the  5 pervious  years.  The 
increase  in  cost  per  patient  day  for  1967  was  4.3 
per  cent,  a relatively  modest  increase,  and  less  than 
expected,  but  may  soar  to  15  per  cent  for  the  cur- 
rent year  due  to  continuing  increases  in  material 
costs  and  hospital  salaries. 

The  key  to  these  increases  is  number  of  em- 
ployes and  wages.  In  the  post-World  War  II  years 
hospitals  employed  1.5  persons  to  care  for  each 
patient.  The  ratio  nationally  is  now  3 to  1.  It  is 
(Continued  on  next  page) 
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much  higher  in  specialized  areas  or  intensive  care 
units.  The  work  week  is  shorter.  Advances  in  med- 
ical technology  and  improvements  in  the  quality  of 
medical  care  require  increasing  numbers  of  trained 
and  expensive  personnel.  The  high  quality  of  care 
demanded  by  a sophisticated  public  is  costly. 

Hospital  wages  are  still  in  the  process  of  catching 
up  with  those  of  other  industries.  This  process  will 
continue,  it  is  believed,  for  perhaps  another  5 years. 
The  American  Hospital  Association  estimates  that 
the  average  salary  in  hospitals  will  rise  25  per  cent 
in  the  next  2 years,  wdiile  during  the  same  period 
the  number  of  full-time  employees  will  increase  by 
at  least  5.1  per  cent. 

As  Rusk  explains,  hospitals  are  what  economists 
term  ‘labor  intensive”  operations.  Two-thirds  or 
more  of  their  costs  are  in  wages,  and  one-third  in 
materials,  supplies,  and  other  costs  such  as  food, 
heat,  light,  and  power.  Exactly  the  reverse  is  true 
in  business  and  industry.  Furthermore,  hospitals 


require  personal  service  by  employes  24  hours  a 
day,  365  days  in  the  year.  Besides,  these  services 
by  and  large  cannot  be  replaced  by  machines  at 
lower  costs,  as  has  occurred  generally  elsewhere  in 
the  economy.  Automation  as  applied  in  hospital 
bookkeeping  and  prepackaging  and  disposability  of 
supplies  can  affect  economies,  but  only  up  to  a 
point. 

Generally,  turnover  of  hospital  personnel  is  a 
chronic  problem  which  compounds  inefficiency. 
One  large  Rhode  Island  hospital  announced  recent- 
ly that  it  processes  an  incredible  100  new  em- 
ployees a month. 

Increased  costs  in  hospitals  is  a fact  of  life.  Over- 
regulation, interference,  and  pettifogging  will  not 
bring  about  miracles.  As  Rusk  clearly  perceives  the 
problem:  “If  we  want  to  bring  the  highest  quality 
of  medical  care  to  the  greatest  possible  number  of 
people,  there  is  no  alternative  but  to  pay  the  costs 
involved.” 


LATE  RECALL  OF  TETANUS  ANTIBODIES 


Some  22,000.000  members  of  the  Armed  Forces 
were  immunized  against  tetanus  during  World 
W ar  II.  Among  this  number  there  were  only  50 
cases  of  clinical  tetanus.  Residual  immunity  in  this 
group  has  been  checked  in  various  centers  from 
time  to  time  as  evoked  by  one  booster  shot  with 
none  in  the  interim  since  the  original  toxoid  im- 
munization. At  last  reports  significant  immunity 
had  persisted  up  to  19  years. 

A recent  study  wras  carried  out  at  a Veterans 
Administration  Hospital  in  Arizona  in  conjunction 
with  Lederle  Laboratories  on  64  patients  who  had 
not  had  a booster  dose  since  World  War  II.  Nine- 
teen of  the  patients  had  unprotective  levels  of  an- 
tibodies to  tetanus,  while  45  were  shown  to  have 
significantly  protective  antibody  titers.  Following 
a booster  dose  of  0.5  ml.  of  tetanus  toxoid  all  pa- 
tients had  protective  levels  within  seven  days. 


While  periodic  prophylactic  booster  doses  are 
desirable,  the  durability  of  protective  immunity 
from  toxoid  is  clear.  The  authors  conclude  that  only 
a booster  dose  of  tetanus  is  necessary  to  recall  pro- 
tective levels  of  antibodies  within  the  incubation 
period  in  previously  immunized  patients  regard- 
less of  duration.  Although  the  authors  supplement 
the  booster  dose  with  human  antitetanus  globulin 
in  high  risk  patients,  they  believe  that  further 
study  may  prove  this  unnecessary. 

Considering  the  large  number  of  veterans  of  va- 
rious conflicts  and  the  peacetime  Armed  Forces 
who  have  been  immunized  and  the  prevalence  now 
of  immunization  among  the  young,  tetanus  should 
become  a very  rare  disease  indeed. 
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HOSPITAL  ACCREDITATION 


It  was  reported  recently  that  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  had,  following  a 
survey  of  the  Rhode  Island  Medical  Center  at 
Howard,  placed  its  two  institutions,  the  Center 
General  Hospital  and  the  Institute  for  Mental 
Health,  on  one  year  provisional  status.  The  Joint 
Commission  outlined  numerous  deficiencies  which 
must  be  corrected  prior  to  a resurvey  in  one  year. 

The  report  also  stated  that,  based  on  a recent 
survey,  the  Charles  V.  Chapin  Hospital  of  Provi- 
dence had  been  raised  to  full  accreditation.  The 
Chapin  Hospital  and  the  Dr.  U.  E.  Zambarano 


Memorial  Hospital  at  Wallum  Lake  are  now  the 
only  state  institutions  which  enjoy  full  accredita- 
tion. The  Zambarano  Hospital  received  full  ac- 
creditation in  1962  and  again  in  1965.  Robert  P. 
Mathieu,  the  Administrator  of  both  the  Chapin 
and  Zambarano  Hospitals,  was  commended  in  the 
letter  of  accreditation  to  Chapin  Hospital  for 
“maintaining  standards  deserving  of  accreditation 
and  for  your  constant  effort  to  improve  the  quality 
of  patient  care.” 

Since  so  many  members  of  the  medical  profession 
have  close  relationship  with  the  various  hospitals 
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through  staff  appointments,  a description  of  the 
organization  of  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  is  in  order. 

The  Joint  Commission  is  a corporation  comprised 
of  representatives  from  the  American  Medical  As- 
sociation, the  American  College  of  Physicians,  the 
American  College  of  Surgeons,  and  the  American 
Hospital  Association.  Its  purposes  are: 

“To  conduct  an  inspection  and  accreditation 
program  which  will  encourage  physicians  and 
hospitals  voluntarily:  ( 1 ) to  apply  certain  basic 
principles  of  organization  and  administration  for 
efficient  care  of  the  patient;  (2)  to  promote  high 
quality  of  medical  and  hospital  care  in  all  its 
aspects  in  order  to  give  patients  the  greatest 
benefits  that  medical  science  has  to  offer;  and 
(3)  to  maintain  the  essential  diagnostic  and  the- 
rapeutic services  in  the  hospital  through  coordi- 
nated effort  of  the  organized  medical  staff  and 
the  governing  board  of  the  hospital.” 

Inspection  surveys  are  conducted  by  trained  sur- 
veyors who  are  on  the  staff  of  the  Joint  Commis- 
sion. Following  a hospital  visit,  the  surveyor  for- 

A NEW 

Improvements  in  acreage  yields  of  food  grains 
has  been  an  important  weapon  in  the  battle  against 
world  hunger.  The  quest  for  this  goal  has  been 
carried  out  along  two  main  lines,  better  fertilizers 
and  improved  seed.  Breeding  and  selection  of  wheat 
and  corn  strains  have  been  in  progress  for  decades. 
Henry  Agard  Wallace  made  important  contribu- 
tions in  the  improvement  of  corn  production  and 
quality  with  his  hybrid  seed.  More  recently  rice 
yields  have  been  multiplied  through  the  production 
of  new  strains.  Their  impact  on  the  age-old  prob- 
lem of  survival  in  the  Far  East  is  only  beginning 
to  be  felt. 

In  this  context  the  recent  announcement  of  a 
new  hybrid  grain  with  promising  qualities  is  in- 
teresting. Workers  at  the  University  of  Manitoba 
have  succeeded  in  developing  a cross  between  a 
bread  wheat  and  rye.  This  hybrid,  which  is  capable 
of  reproducing  itself,  has  been  named  triticale 
(from  the  Latin  names  for  wheat  and  rye  — triti- 


wards  a report  to  the  office  of  the  Joint  Commis- 
sion, where  an  appraisal  and  evaluation  of  the  find- 
ings are  made  by  the  staff.  The  Board  of  Commis- 
sioners (consisting  of  three  representatives  each 
from  A.C.P.  and  A.C.S.  and  seven  representatives 
each  from  A.H.S.  and  A.M.A.)  then  acts  on  the 
report  and  the  results  with  recommendations  are 
sent  to  the  hospital. 

Full  accreditation  is  granted  for  three  years  and 
indicates  that  a hospital  meets  the  standards  for 
accreditation  to  a high  degree.  One-year  accredita- 
tion implies  that  the  hospital  has  the  ability  to 
make  the  improvements  necessary  to  attain  three- 
year  accreditation.  However,  only  two  consecutive 
surveys  resulting  in  one-year  accreditation  are  per- 
mitted. The  hospital  must  on  the  third  survey 
achieve  three-year  accreditation  or  be  reduced  to 
non-accreditation. 

It  should  be  clear  that  the  Medical  Center  at 
Howard  does  indeed  require  major  improvements 
and  should  turn  its  efforts  toward  this  goal  with 
vigor  and  without  delay. 

HYBRID 

cum  and  secale).  The  new  variety,  which  took  12 
years  to  develop,  can  yield  25  to  100  per  cent  more 
wheat  per  acre  than  common  varieties  and  has  a 
protein  content  of  18  per  cent  as  compared  to  14 
per  cent  for  wheats  now  in  use. 

Work  is  now  in  progress  to  perfect  varieties  that 
will  give  good  yields  in  various  climates,  although 
surprising  results  have  already  been  obtained  in 
climates  as  varied  as  that  of  Manitoba  and  the  ir- 
rigated fields  of  Arizona.  A year  or  two,  however, 
will  be  necessary  before  seed  is  available  for  com- 
mercial distribution. 

The  marketing  of  the  new  grain  may  present 
some  problems,  as  it  bakes  into  a flat  rye-tvpe  loaf 
with  a nutty  flavor  as  contrasted  with  the  light 
fluffy  loaf  popular  in  America.  Many  peoples 
throughout  the  world,  however,  prefer  breads  with 
a heftier  body.  It  is  to  be  hoped  that  this  new 
grain  will  be  another  effective  addition  to  the 
armament  against  starvation. 


THE  BEGINNINGS  OF  THE  EXTRACORPOREAL  HEART-LUNG  MACHINE 


At  this  writing  six  human  heart  transplants  have 
been  carried  out  in  various  centers  around  the 
world.  Of  these,  only  one  currently  survives,  and 
he  with  guarded  prognosis.  One  interesting  aspect 
of  this  business  is  that  a number  of  groups  were 
ready  to  move  at  about  the  same  time.  Perhaps 
Christian  Barnard’s  prime  contribution  — certain- 
ly a tour  de  force  — was  to  furnish  the  impetus 
needed  to  start  the  ball  rolling,  much  as  the  Rus- 
sians had  done  with  Sputnik  in  the  space  race.  It 


is  not  a coincidence  that  at  least  two  other  groups 
(among  several)  immediately  showed  their  readi- 
ness to  proceed.  This  sort  of  thing,  of  course,  has 
happened  many  times  in  the  realm  of  science.  In 
addition  to  the  perfection  of  vascular  surgical  tech- 
niques and  control  of  the  rejection  phenomenon, 
the  heart-lung  machine,  now  a device  of  consider- 
able elegance,  was  critical  in  the  present  instance. 

John  H.  Gibbon  of  Philadelphia  is  often  thought 
(Continued  on  next  page) 
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of  as  the  father  of  the  heart-lung  apparatus.  He 
reported  a practicable  extracorporeal  appliance  as 
long  ago  as  1953.  It  is  not  generally  known  that 
his  first  report  on  the  artificial  maintenance  of 
circulation  with  a much  cruder  apparatus  actually 
appeared  in  1937.  Even  this,  however,  was  not  the 
beginning.  Edgar  J.  Poth  of  the  University  of  Texas 
Medical  Branch  at  Galveston  recently  told  this 
interesting  anecdote: 

“In  1933  at  Stanford  School  of  Medicine,  as  a 
Fellow  of  the  National  Research  Council,  I per- 
formed a most  unrealistic  experiment.  This  un- 
dertaking was  stimulated  by  the  great  interest 
manifested  in  postoperative  pulmonary  embolism. 
An  anesthetized  dog  was  heparinized.  The  hepa- 
rin was  impure  and  quite  toxic.  The  iliac  artery 
and  vein  were  cannulated  to  withdraw  venous 
blood,  which  was  passed  through  an  inclined  glass 
column  through  which  oxygen  was  being  passed 
countercurrent.  An  ether  soaked  sponge  broke 

WHAT  DO  YOU  GET 

Everyone  complains  about  the  increasing  cost 
of  hospitalization,  but  rarely  is  it  realized  by  the 
critics  that  they  are  in  fact  comparing  apples  and 
bananas.  Good  hospital  care  in  the  twenties  and 
early  thirties  implied  clean  bed  sheets,  an  occasional 
enema,  a subcutaneous  clysis,  or  a turpentine  stupe. 
Private  care  meant  a lobster  on  Sundays.  What 
hospital  now  would  dare  confess  to  not  providing 
a highly  complex  laboratory,  blood  bank,  recovery 
room,  intensive  care  unit,  and  a galaxy  of  other 
elaborate  and  expensive  facilities. 

It  has  recently  been  suggested  that  blood  gas 
monitoring  should  be  available  on  a 24-hour  basis. 
Spencer  of  Xew  York  writes  as  follows: 


the  froth  and  the  oxygenated  blood  was  returned 
by  a crude  homemade  three  roller  pump  to  the 
proximal  iliac  artery.  The  heart  maintained  the 
circulation  while  a paper  bag  hood  over  the  ani- 
mal's head  deprived  it  of  oxygen  via  the  lungs 
for  a bit  more  than  thirty  minutes  in  each  of  two 
experiments.  Both  animals  survived.  At  this  time 
there  were  no  pliable  plastic  materials;  rubber 
tubing  carried  the  blood.  There  was  no  immedi- 
ate chance  of  this  lead  being  developed  to  the 
degree  necessary  for  open  heart  surgery  to  be 
carried  out  on  the  human  subject.  This  had  to 
await  the  perfection  of  drugs,  antibiotics,  and 
plastics.” 
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FOR  YOUR  MONEY? 

It  seems  probable  that  the  addition  of  the  24- 
hour  a day  blood  gas  technician  to  the  operating 
room  staff  will  soon  be  considered  as  essential  as 
blood  bank.  Serial  monitoring  of  blood  gas  ten- 
sions during  operative  procedures  will  probably 
be  found  the  most  useful  monitor  available  to 
the  anesthesiologist  for  evaluating  the  anes- 
thetized patient,  and  may  make  unexplained 
cardiac  arrest  during  operations  an  extremely 
rare  event. 

Xo  doubt  this  is  essential.  It  will  also  cost  money. 
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RESPONSIBILITIES  OF  THE  MEDICAL  PROFESSION 


A new  and  expanded  statement  of  purposes  and 
responsibilities  of  the  medical  profession  was 
adopted  by  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  its  recent  meeting  in 
Houston. 

This  document  greatly  enlarges  upon  previous 
statements  of  AMA  purposes.  It  firmly  pledges  the 
skills  and  resources  of  organized  medicine  in  this 
country  to  a vigorous  effort  to  stimulate  progress 
in  all  aspects  of  health  care  in  America.  It  reaf- 
firms the  responsibility  of  the  AMA  and  its  com- 
ponent societies  to  foster  the  advancement  of  med- 
ical science  and  the  health  of  the  American  people 
through  these  means: 

1.  By  encouraging  the  advancement  of  medical 
knowledge,  skills,  techniques  and  drugs;  and  by 
maintaining  the  highest  standards  of  practice  and 
health  care. 


2.  By  creating  incentives  to  attract  increasing 
numbers  of  capable  people  into  medicine  and  the 
other  health-care  professions. 

3.  By  advancing  and  expanding  the  education  of 
physicians  and  other  groups  in  the  health-care  field. 

4.  By  motivating  skilled  physicians  who  have 
the  art  of  teaching  to  apply  themselves  to  develop- 
ing new  generations  of  excellent  practitioners. 

5.  By  fostering  programs  that  will  encourage 
medical  2nd  health  personnel  to  serve  voluntarily 
in  the  areas  of  need  for  medical  ctre. 

6.  By  developing  techniques  and  practices  that 
will  moderate  the  costs  of  good  medical  and  health 
care. 

7.  By  seeking  out  and  fostering  means  of  making 
all  health  care  facilities  — physicians'  offices,  hos- 
pitals. laboratories,  clinics,  and  others  — as  effi- 
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cient  and  economical  as  good  medical  practice  and 
attention  to  human  values  will  permit. 

8.  By  combining  the  utilization  of  the  latest 
knowledge  for  prevention  and  treatment  of  and 
devotion  to  his  patient. 

9.  By  maintaining  the  impetus  of  dedicated  men 
and  women  in  providing  excellent  health  care  by 
preserving  the  incentives  and  effectiveness  of  un- 
shackled medical  practice. 

10.  By  maintaining  the  highest  level  of  ethics 
and  professional  standards  among  all  members  of 
the  medical  profession. 

11.  By  providing  leadership  and  guidance  to  the 
medical  profession  of  the  world  in  meeting  the 
health  needs  of  changing  populations. 

We  heartily  support  these  goals. 


E.  P.  Anthony,  Inc. 


WILLBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  No.  225 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


330  8/6135 


PHYSICIANS!! 

A Free  Public  Forum  on  Diabetes 

FOR:  Your  diabetic  patients  and  their  families 


PROGRAM:  Professional  team  of  speakers  discussing 

1.  Dietary  aspects  of  diabetes 

2.  Nursing  views  on  personal  hygiene 

3.  Some  general  aspects  of  diabetes  care 

Open  discussion,  and  question  and  answer  period 
Demonstration  of  technique  of  insulin  administration 
Diabetes  screening  for  relatives 
Free  informational  materials 


WHEN:  Thursday,  May  16,  1968  at  7:45  P.M. 


WHERE:  MIRIAM  HOSPITAL  AUDITORIUM 

Fifth  Street  Entrance 

164  Summit  Avenue,  Providence,  R.  I. 


Sponsored  by  the  Diabetes  Education  Committee,  a liaison  subcommittee  of  the 
Diabetes  Committee  of  the  R.  I.  Medical  Society  and  the  R.  I.  Department  of  Health 


April,  1968 
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TRANSCULTURAL  PSYCHIATRY 

(Continued  from  Page  268) 

Leighton's  paper  is  clear  and  simple.  It  is  sup- 
ported by  case  studies  drawn  from  his  extensive 
and  experience. 

His  own  summary  cannot  be  improved  upon: 
"This  paper  has  considered  cultural  change  and 
social  disintegration  in  populations  as  separate  con- 
cepts, with  cultural  change  constituting  one  con- 
dition of  risk  for  the  development  of  social  disin- 
tegration. Another  condition  for  risk  is  a high  fre- 
quency of  psychiatric  disorder,  which  can  similarly 
be  considered  as  distinct  from  disintegration.  Each 
of  these  three  variables  can  be  studied  separately 
and  systematically. 

‘•They  are  related  in  this  paper  in  the  postulate 
that  cultural  change  when  combined  with  a high 
rate  of  psychiatric  disorder,  especially  in  key  seg- 
ments of  a population,  tends  to  produce  social  dis- 
integration. Change  in  itself  is  not  necessarily  fol- 
lowed by  disintegration.  A high  rate  of  psychiatric 
disorder,  however,  makes  a population  vulnerable 
to  disintegration,  and  conversely,  continued  disin- 
tegration may  foster  high  rates  of  psychiatric  dis- 
order. the  two  conditions  reinforcing  each  other  in 
a downward  spiral  of  malfunctioning. 

“This  view  of  cultural  change  suggests  that  in- 
novators and  development  agents  should  include 
mental  health  among  the  variables  with  which  they 
work.  Psychiatric  programs  and  techniques  could 
be  adapted  to  this  end." 

Mead  first  contrasts  and  interrelates  psychiatry 
and  anthropology.  “.  . . for  while  the  anthropolo- 
gist's subjects  are  functioning,  reproducing  mem- 
bers of  a living  society,  the  psychiatrist's  patients 
are  deviant  individuals  who  are  suffering  or  caus- 
ing others  to  suffer,  in  ways  that  their  own  society 
recognizes  as  deviant.”  “One  approach  to  ...  a re- 
concilliation  of  theory  lies,  I think,  in  a better  un- 
derstanding of  the  process  of  development  in  so- 
cieties that  are  undergoing  rapid,  rather  than  slow, 
culture  change.  The  psychiatrist's  model  for  the 
developmental  treatment  of  character  is  based  on 
the  study  of  individuals  in  rapidly  changing  soci- 
eties, where  the  child’s  life  differs  from  the  life 
experienced  by  hs  parents  and  the  supports  offered 
by  his  society  are,  in  the  case  of  the  individual  who 
become  a patient,  inadequate  to  his  needs.  The  psy- 
chiatrist. focusing  on  the  idiosyncratic  experiences 
of  his  individual  patient,  traces  the  events  of  a 
particular  life  history.” 

‘The  anthropologist’s  model  is  a very  different 
one.  It  is  the  small,  self-contained,  very  slowly 
changing  society.  In  this  context,  he  views  the  in- 
dividual life  history  as  part  of  the  life  cycle  of  a 
group  that  includes,  at  any  given  time,  members 
of  both  sexes  as  infants,  children,  adolescents,  and 


adults  of  all  ages,  whose  lives  are  interrelated  in 
such  ways  that  the  acts  of  any  one  member  of  either 
sex  or  any  age  are  linked  to  the  behavior  of  all 
others.” 

Then  Mead  gets  into  the  theme  of  her  paper, 
“Adult  roles.”  “Especially  in  complex  societies, 
the  crucial  problem  for  the  transcultural  psychia- 
trist is  that  of  understanding  the  traditional  adult 
roles  and  forms  of  role  preparation.  Without  such 
understanding  he  cannot  judge,  allow  for,  or  deal 
with  the  kinds  of  breakdown  that  are  characteristic 
of  the  individual  who  has  been  reared  in  the  ex- 
pectation of  filling  one  role  or  set  of  roles  but  who, 
in  a changed  cultural  situation,  finds  himself  at- 
tempting to  fill  some  very  different  role  or,  on  the 
contrary,  attempting  to  fit  a familiar  role  into  an 
inappropriate  setting.  Xor  can  the  psychiatrist  un- 
derstand how,  in  his  relationship  to  his  child,  such 
an  individual  may  attempt  to  present  a picture  of 
parental  behavior  that  is  keyed  in  part  to  his  mem- 
ory of  his  own  parents,  from  whom  he  differs,  and 
in  part  to  his  child,  who  differs  from  himself  as  a 
child  and  has  no  known  adult  sequential  patterns. 
Such  an  individual  cannot  refer  to  his  past  for  it 
will  betray  the  man  who  stands  in  a transitional 
position:  nor  can  he,  as  he  might  in  a more  stable 
society,  count  on  his  children’s  ability  to  provide 
him  with  the  cues  of  behavior  learned  from  kin  and 
age  mates.  His  expectations,  based  on  a sequence 
of  prefiguration,  co-figuration,  in  which  each  event 
reinforces  a consistency  of  character,  are  radically 
disturbed.  Past,  present,  and  future  have  lost  their 
coherence.  Or,  reared  by  parents  whose  expecta- 
tions have  failed  them,  he  may  have  no  coherent 
expectations  of  his  own  about  the  interrelationships 
of  stages  of  living.-’ 

Scattered  through  the  Symposium  are  many  com- 
ments pertinent  to  current  social  phenomena.  The 
recent  local  "discussion"  about  Marathon  House 
for  drug  addiction  in  Rhode  Island  can  be  high- 
lighted by  the  following  excerpts  from  the  discus- 
sion under  "Community  Therapeutic  Activity"  fol- 
lowing Carstairs’  paper  on  "Cultural  Elements  in 
the  Response  to  Treatment.”  Mead:  "There  are 
some  recently  developed  institutions  which  are 
based  on  psychiatric  understanding,  but  where  a 
community  is  used  as  the  therapeutic  tool  rather 
than  the  individual  therapist-patient  relationship.” 
DeYos:  "I  think  that  the  choice  of  professional 
individual  versus  non-professional  community  as 
therapeutic  agent  creates  a certain  amount  of  ten- 
sion in  psychiatrists.  The  psychiatric  tradition  is 
an  individualistic  one  derived  from  that  of  the  med- 
cal  practitioner  or  medicine  man.  The  idea  that 
there  may  be  community  movements,  such  as  Alco- 
holics Anonymous  and  Synanon,  which  are  thera- 
peutic by  nature  is  not  easy  to  accept  and  meets 
(Continued  on  Page  277) 
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When  the  emotionally  impaired  patient  pays  an  office  call... 


She  often  seeks  a 
physical  explanation 
for  her  distressing 
emotional  state. 


She’s  excessively 
apprehensive; 
demands  much  more  of 
your  nurse’s  attention. 


! asks  for  your  help, 
just  can’t  seem 
ollow  through 
advice. 


When  not  at  your  office, 
she’s  constantly 
on  the  phone:  can’t  sleep, 
headache,  G.l.  upset. 


ur 


oderate  to  severe  anxiety . . . 

iellaril  helps  control  the  most  frequent  symptoms:  marked 
;ion,  agitation,  apprehension,  restlessness,  hypermotility 
el  lari  I often  alleviates  anxiety-induced  somatic  complaints 
ellaril  frequently  helps  strengthen  emotional  resources 
ellaril  helps  the  patient  maintain 
istic  contact  with  environment,  closer 
nony  with  family 

traindications:  Severely  depressed  or 
latose  states  from  any  cause,  and  in 
jciation  with  or  following  MAO  inhibi- 
; severe  hypertensive  or  hypotensive 
rt  disease. 

:autions:  Hypersensitivity  reactions 
leukopenia,  agranulocytosis)  and 
vulsive  seizures  are  infrequent.  Pig- 
ltary  retinopathy  has  been  observed 
re  doses  in  excess  of  those  recom- 
lded  were  used  for  long  periods  of 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.t.i.d.£ 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


Before  prescribing,  see  package  insert  for  full  product  information. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis!  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

division  of  Richardson  merrell  inc 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


Myianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 
distress 

I Stuart  I 

^ ' Division/Pasadena,  Calif. 

ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


The  inconvenience  of  a cold 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  NTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  W/nffyn 


TRANSCULTURAL  PSYCHIATRY 

(Continued  from  Page  276) 

with  considerable  resistance.  This  makes  it  difficult 
to  investigate  the  possibility  that  the  organized 
community  itself,  if  directed  in  a certain  way,  may 
perform  a therapeutic  function.-’  DeVos  feels  that 
in  American  society  professional  organizations  took 
the  place  of  the  therapeutic  community  existing  in 
other  societies.  Now  there  is  resistance  to  the  re- 
turn ‘'of  the  therapeutic  and  sanctioning  functions 
which  were  previously  handled  on  an  informal 
basis  by  the  community  itself.” 

Margetts  in  “Methods  of  Psychiatric  Research 
in  Africa”  spends  most  of  his  time  establishing  and 
organizing  rigid  pedantic  definitions.  Many  are 
useful  and  someone  has  to  start  it.  At  the  same 
time  he  points  out  the  paucity  of  African  studies. 
In  outlining  what  should  be  done  there  he  is  sug- 
gesting his  research  pattern  for  transcultural  psy- 
chiatry. He  is  basically  an  organic  genetic  psychi- 
atrist. Under  “Psychiatric  Research”  he  says,  “Psy- 
chiatry has  not  kept  pace  with  the  rest  of  medical 
science;  it  is  still  much  less  a science  than  an  art, 
and  stresses  appreciation  of  illness  observed,  sym- 
pathy and  compassion,  based  on  interpersonal  at- 
tachments, and  on  empiric  treatment.  It  has  a sort 
of  pseudo-understanding  of  emotional  and  mental 
illness,  not  true  knowledge  based  on  scientific  facts. 
In  psychiatry  more  and  more  is  written  about  less 
and  less,  and  called  research,  than  in  most  other 
medical  specialties.  The  reasons  seem  clear  — psy- 
chiatry deals  with  distorted  ideas  and  feelings,  re- 
lies much  on  the  patient’s  subjective  statements  to 
arrive  at  a diagnostic  formulation  and  utilizes  in- 
terpersonal feelings  and  conversation  in  treatment 
procedures.  Psychiatry  emphasizes  language  and 
other  communication.  The  scientific  psychiatry  of 
the  future  will  undoubtedly  depend  much  less  on 
words  and  will  be  effective  by  technological  meth- 
ods and  empathy  and  interpersonal  communica- 
tion.” (This  is  not  “camp.”)  In  a later  discussion 
Mead  calls  his  attention  to  Sivadon’s  report  of  his 
study  in  which  he  tried  to  determine  how  many 
generations  of  peculiar  behavior  it  takes  to  pro- 
duce a genuine  psychosis.  “He  studied  four  genera- 
tions. In  the  first  generation  he  described  a minor 
deviancy  — a rather  small,  miserable  man  married 
a tall,  dominant  woman.  There’s  no  need  to  involve 
the  psychiatrist  in  this  situation.  But  if  one  of  the 
children  of  this  marriage  is  also  male  and  miserable, 
and  again  marries  a tall,  dominant  woman,  you 
have  a little  trouble.  When  in  time  you  accumulate 
a series  of  reactions  involving  contrasts  in  soma- 
totypes  and  confusion  of  roles  in  society,  you  may 
in  the  end  produce  an  exceedingly  disturbed  per- 
sonality who  looks  as  if  his  disturbance  is  totally 


and  deeply  organic,  although  in  fact,  genetic,  fa- 
milial, cultural  and  emotional  factors  have  all  con- 
tributed to  it.” 

Leighton  in  his  paper  has  the  more  modern  defi- 
nition of  “psychiatric  disorder,”  in  contrast  to  that 
of  Margetts  (and,  perhaps,  of  most  physicians  who 
finished  their  training  in  the  1940’s).  To  Leighton 
“psychiatric  disorders”  covers  most  of  the  condi- 
tions found  in  textbooks  of  psychiatry.  The  greater 
part  of  his  percentages  refer  to  “people  with  per- 
sonality and  psychoneurotic  difficulties,  conditions 
which,  although  significant  for  the  degree  of  im- 
pairment caused,  are  nevertheless  low-grade  and 
chronic  rather  than  sweeping.  Psychotic  disorders 
as  a rule  constitute  less  than  one  per  cent  of  the 
total.  The  mildly  impairing  disorders  are,  never- 
theless, germane  to  the  thesis  of  this  paper.  While 
the  people  who  manifest  them  are  not  in  need  of 
hospital  treatment,  they  are  persons  with  attitudes, 
sentiments  and  behaviors  that  are  capable  of  exert- 
ing a considerable  influence  on  what  happens  when 
cultural  innovations  are  attempted.” 

Fortes  in  the  discussion  of  Margett’s  paper  re- 
fers to  the  World  Health  Organization  definition 
of  mental  illness,  “which  I think  is  extraordinarily 
interesting  from  the  sociocultural  point  of  view. 
The  criteria  used  in  this  definition  are  inability  to 
work  according  to  the  standards  of  society  or  in- 
ability to  carry  on  a normal  social  life.”  He  illus- 
trates it  by  “the  Hadza,  a surviving  hunting  and 
gathering  tribe  in  Tanganyika  and  the  most  perfect 
example  of  an  isolated  society  which  remains  in 
Africa.”  They  “have  the  same  sort  of  criteria  for 
mental  illness  — what  they  call  being  ‘on  the 
edge’  — as  the  W.H.O.  In  Hadza  communities  you 
are  given  the  label  of  madness  if  you  are  unable 
to  work  in  the  way  that  is  appropriate  to  your  age, 
sex  and  status,  unable  to  fulfill  the  adult  role  of 
partner  in  marriage  or  unable  to  obey  the  laws  of 
the  community.”  “We  must  now  ask  ourselves  ex- 
actly what  we  mean  by  work.  In  Africa  it  can  be 
anything  from  working  a farm  or  looking  after  cat- 
tle, to  fulfilling  your  role  as  a Fulani  elder.  When 
the  Fulanis  elder’s  career  is  finished,  he  hands 
over  everything  to  his  sons  but  his  work  — and 
the  word  is  used  to  mean  work  — consists  in  sit- 
ting under  a tree  outside  his  cattle  encampment  and 
keeping  an  eye  on  everything!”  In  old  New  Eng- 
land this  might  be  the  group  around  the  stove  in 
the  general  store  in  winter  or  the  porch  brigade 
in  summer. 

Murphy  introduces  the  final  Group  Discussion 
as  follows:  “Ciba  Foundation  symposia  are  tradi- 
tionally intended  to  organize  knowledge  in  esoteric 
or  highly  specialized  branches  of  medicine,  but  I 

(Continued  on  next  page) 
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do  not  think  that  this  meeting  has  fitted  the  nor- 
mal pattern  because  we  have  not  presented  very 
much  in  the  way  of  concrete  knowledge.  This  is 
partly  because  there  is  no  firm  anatomy  and  physi- 
ology of  culture  to  the  anatomy  and  physiology  of 
the  body,  so  that  it  is  difficult  for  workers  from 
different  parts  of  the  globe  to  communicate  with 
each  other  about  the  same  observations.  It  is  also 
partly  because  our  field  is  developing  rapidly  and 
has  an  enormous  mass  of  half-knowledge.  By  this 
I mean  that  any  one  of  us  could  offer  a relevant 
observation  on  almost  any  topic  raised  at  this  meet- 
ing, yet  almost  none  could  submit  a really  rounded 
body  of  fact  and  theory.”  Where  Murphy  empha- 
sized the  gap  between  anthropologist  and  psychia- 
trist, Lems  agrees  with  him  but  doubts  that  the 
gap  is  so  wide. 

Tape-recordings  are  effective  in  reproducing 
the  way  in  which  nice  people  disagree  while 
agreeing,  or,  perhaps,  agree  while  disagreeing. 
Mead  agrees  with  Murphy  in  the  lack  of  “together- 
ness” in  the  symposium.  “I  think  one  of  the  rea- 
sons that  more  concrete  material  is  not  available 
is  that  our  subject  is  so  very  wide”  and  "We  had 
no  means  of  knowing  in  advance  what  different 
people  were  going  to  discuss,  so  a good  many  dif- 
ferent shots  in  the  dark  did  come  from  the  out- 
side, but  no  more  than  one  would  expect  from  such 
a large  field.”  Murphy  defined  transcultural  psy- 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 


chiatry  as  a “field  envisaged  as  having  a still  large- 
ly unknown  center  which  is  gradually  achieving 
delimitation  from  shots  round  the  margin.”  He  felt 
that  the  middle  ground  was  mainly  the  potential 
vulnerability  of  individuals  undergoing  rapid  socio- 
cultural change  and  the  need  to  understand  their 
strengths  and  weaknesses.”  A second  area  of  com- 
mon ground  for  both  anthropologist  and  psychi- 
atrist, he  felt,  concerned  the  doctor-patient  rela- 
tionship. A final  common  area  to  him  was  that  the 
study  of  mental  abnormality  and  its  associations 
in  different  cultures  could  eventually  be  a potent 
tool  for  the  exploration  of  human  nature  "with  all 
that  this  term  implies." 

In  this  final  discussion  under  "Lines  of  Approach 
for  Future  Studies"  Carstairs  suggests  the  study  of 
a culture  where  depressive  symptoms  can  be  elicited 
but  not  yet  known  as  depression  (Nigeria)  and  a 
culture  (India)  where  depression  is  not  a source  of 
complaint  though  the  "evolved”  Indians  in  private 
care  do  use  the  term.  Much  earlier  in  the  Sympo- 
sium Carstairs  had  pointed  out  that  in  some  cul- 
tures, such  as  in  India,  patients  take  a passive  role, 
expect  the  healer  to  be  aggressive  and  to  know 
without  patient  communication  what  the  patient's 
symptoms  are  by  virtue  of  the  healer's  supernatural 
gift.  The  Western  “passive”  healer  would  be  a 
failure  and  a flop.  Feelings  of  sin  and  guilt  are  not 
present  in  such  patients  in  the  Western  moral 
sense.  There  was  much  in  this  that  reminded  me  of 
some  of  the  patients  we  see  here  from  the  lowest 
socio-economic  level. 

In  the  end  all  the  participants  felt  that  there  was 
need  for  more  training  in  cross-cultural  psychiatry. 
Some  pointed  out  that  this  could  only  be  afforded 
in  the  most  affluent  cultures,  since  it  was  more  a 
luxury  than  a necessity.  Again  quoting  Mead:  “The 
best  collaboration  between  two  disciplines  is  to 
contain  them  within  one  skin,  even  though  there 
is  some  doubt  about  the  effectiveness  of  the  skin 
as  a barrier."  At  the  present  time  there  is  no  offi- 
cial way  of  one  person  combining  both.  It  can  be 
achieved  only  by  individual  effort.  Lewis  offered 
hope  in  quoting,  ‘‘Let  me  not  to  the  marriage  of 
true  minds  admit  impediments." 

The  volume  is  carefully  indexed  by  participants 
participation  and  by  subject.  Each  paper  is  fol- 
lowed by  a bibliography.  Discussers  indicate  their 
sources  and  references  in  the  course  of  their  dis- 
cussion. 

The  volume  is  best  enjoyed  in  sections  read  at 
intervals. 

ONE  SENTENCE  ESSAY 

Let  us  remember  that  ethologists  consider  not  the 
hawk  but  the  dove  as  the  cruelest  of  birds. 

. . . C.  L.  Sulzberger.  N.Y.  Times,  Jan.  14.  1968 
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USE  ‘POLYSPORIN’, 

POLYMYXIN  B-BACITRACIN 

OINTMENT 

for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

^fcyjr  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

JZu  Tuckahoe,  N.Y. 
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Book  Reviews 


MEDICIXE  IN  ART : A Cultural  History.  Edited 

by  Jean  Rousselot.  McGraw-Hill  Book  Company, 

New  York,  Toronto,  London,  and  Sydney,  1967. 

$22.00 

The  direct  pictorial  illustration  of  matters  med- 
ical, whether  it  be  the  record  of  the  achievements 
of  medicine  or  the  graphic  presentation  of  disease 
as  it  occurs  in  nature,  is  not  art,  it  is  merely  illus- 
tration. In  the  words  of  Pasteur  Yallery-Radot  of 
the  Academie  Francaise,  “Art  is  not  a mere  depic- 
tion of  the  world.  Art  presupposes  the  transposition 
which  in  turn  can  be  achieved  by  an  extremely  sen- 
sitive ‘stage  director/  and  art  is  capable  of  showing 
us  things  in  living  beings  in  a new  light.  In  this 
sense,  a raw,  unformed  vision  of  nature  is  perhaps 
not  art.” 

Jean  Rousselot  was  general  editor  of  this  hand- 
some volume,  published  in  Italy.  Hans  Schadewaldt 
of  the  University  of  Dusseldorf  covered  the  period 
from  pre-history  to  the  end  of  the  fifteenth  cen- 
tury and  Leon  Binet,  member  of  the  Academy  of 
Medicine,  Paris,  and  Charles  Millant,  former  head 
of  Clinic  of  the  School  of  Medicine.  Paris,  the  pe- 
riod from  the  Renaissance  to  the  present.  "The  Far 
East  and  the  Middle  East"  was  edited  by  Ilza  Yeith, 
Professor  of  the  History  of  Medicine.  University 
of  California. 

One  might  reasonably  ask.  how  could  a single 
volume  illustrate  the  art  of  the  East  and  the  West 
over  a period  of  three  thousand  years?  The  expla- 
nation of  course  lies  in  the  highly  selective  nature 
of  the  illustrations  chosen  by  persons  well  qualified 
and  extremely  competent  to  judge  the  best  for  each 
period. 

A volume  such  as  Medicine  In  Art  holds  fasci- 
nation for  a doctor.  Through  the  years,  without  any 
purpose  or  intent,  he  has  through  random  exposure 
acquired  a fair  knowledge  of  those  classics  in  art 
with  medical  interest.  This  is  especially  true  of  the 
magnificent  sixteenth  century  anatomy  drawings  of 
Leonardo  DaYinci  and  Yesalius.  As  a fascinated 
young  medical  student,  he  encountered  the  period 
of  extreme  iconographic  realism  of  the  seventeenth 
century,  wfith  its  realistic  portrayal  of  goiters,  rhi- 
nophymas,  and  other  external  manifestations  of 
disease  as  depicted  by  the  Classical  realist  painters. 
Frequently  these  classics  have  been  used  to  illus- 
trate diseases,  especially  in  textbooks  devoted  to  an 
historical  perspective  of  a disease. 

The  eighteenth  century  with  the  earthiness  of 
Hogarth  in  England  and  the  elegant  grace  of  Fra- 
gonard. Watteau,  and  Boucher  in  France  is  always 
viewed  with  s'mple  pleasure. 

The  bas-relief  and  sculpture  which  characterize 


the  Classical  periods  of  both  ancient  Rome  and 
Greece  perhaps  is  of  more  interest  to  other  review- 
ers whose  interest  is  in  Classical  times  and  in  the 
plastic  forms  of  art. 

In  contrast  to  the  familiarity  with  which  we  greet 
each  page  through  the  chronological  sequence  of 
our  own  western  culture,  we  feel  rather  lost  in  the 
last  chapter  on  Oriental  Art  and  perhaps  are  not 
entirely  sympathetic  to  the  presentations  which  are 
strange  in  their  technical  aspects,  as  well  as  in  the 
customs,  manners,  and  hidden  meanings  they  por- 
tray. Frequently  an  oriental  print  evokes  as  much 
mysticism  as  oriental  script.  Yet  for  years  the  Chi- 
nese have  been  rather  prolific  in  their  production  of 
prints  on  subjects  medical.  This  last  chapter  wall 
serve  as  a good  introduction  and  perhaps  a stimulus 
for  more  study  of  oriental  prints  and  their  mean- 
ings as  they  pertain  to  medicine. 

Robert  V.  Lewis,  m.d. 

* * * 

NEUROLOGICAL  SURGERY  OF  TRAUMA. 
Edited  by  Arnold  M.  Meirowsky,  M.D.  Office 
of  the  Surgeon  General,  Department  of  the 
Army,  Washington.  D.C.,  1965.  United  States 
Printing  Office,  Washington,  D.C.,  20402.  $6.25 

The  Neurosurgery  of  trauma  has  always  pre- 
sented a challenge,  not  only  to  neurosurgeons,  but 
also  before  them,  to  general  surgeons,  because  of 
the  problems  and  frustrations  in  the  management, 
diagnosis,  and  therapy  of  any  head-injured  patient. 
Xot  until  recent  years  have  many  of  these  problems 
been  successfully  met.  among  them  the  immediate 
evacuation  of  the  head-injured  soldier  and  his 
prompt  and  adequate  treatment. 

Meirowsky  and  his  collaborators  have  succeeded 
in  mapping  out  a most  refined  plan  embracing  the 
best  neurosurgical  policies  to  follow  in  the  manage- 
ment and  treatment  of  all  neurosurgical  patients. 
Results  have  been  excellent,  and  an  all  time  low 
morbidity  and  mortality  have  been  achieved. 

The  book  is  divided  into  seven  parts  with  forty- 
six  chapters,  273  illustrations,  and  thirty-five  tables. 
Part  I deals  with  historic  notes  and  the  plan  of 
action  in  the  management  of  neurosurgical  casual- 
ties in  the  Korean  War.  Part  II  deals  with  cranial- 
cerebral  trauma,  its  aspects,  management,  compli- 
cations. and  sequelae  as  a unified  entity.  Part  III 
covers  the  various  aspects  of  trauma  of  the  spinal 
cord,  and  a separate  chapter  is  devoted  to  physical 
and  vocational  rehabilitation  of  the  wounded  sol- 
dier. Spasticity,  secondary  to  spinal  cord  or  brain 
lesions  or  both,  is  considered  in  Part  IY.  Since  a 
neurosurgical  lesion  seldom  exists  alone  in  an  in- 
jured man,  associated  wounds  are  considered  and 
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analyzed  in  Part  V.  Part  VI  deals  with  trauma  of 
the  intervertebral  discs,  and  Part  VII  with  trauma 
of  peripheral  nerves. 

Throughout  the  book  each  subject  is  concisely, 
and  yet  thoroughly,  discussed.  Pertinent  clinical 
histories  enliven  the  chapters,  rendering  the  sub- 
jects even  more  interesting.  Frequently  the  authors 
dispense  free  personal  advice  for  the  proper  man- 
agement or  treatment  of  a particular  situation. 

This  book  was  written  with  the  practicing  neuro- 
surgeon in  mind.  However,  general  surgeons,  ortho- 
pedic surgeons,  and  specialists  in  physical  medicine 
should  greatly  benefit  from  perusing  its  content. 

Franco  Erculei,  m.d. 

=K  =N 

GREAT  IDEAS  IN  THE  HISTORY  OF  SUR- 
GERY by  Leo  M.  Zimmerman,  M.D.  and  Ilza 
Veith,  Ph.D.  Second  revised  Edition.  Dover  Pub- 
lications, Inc.,  New  York,  1967.  Originally  Pub- 
lished by  Williams  & Wilkins  Company,  Balti- 
more, 1961.  $3.00 

This  is  a most  interesting  discussion  of  the  his- 
tory of  surgery  beginning  with  the  Egyptians,  as 
recorded  in  the  Edwin  Smith  Surgical  Papyrus, 
progressing  to  Hippocrates  and  to  the  present  time. 
There  are  biographies  of  major  figures  and  selec- 
tions from  their  contributions. 

The  anatomy  of  inguinal  hernia  is  discussed  along 
with  Celsus  and  the  Alexandrians,  and  its  surgery 
along  with  Bassini.  Inguinal  hernia  was  finally 
cured  after  one  thousand  years  of  trials  and  tribu- 
lations. 

Most  enjoyable  reading  is  that  on  Pare,  Fabri- 
cius,  Tagliacozzi,  Pott,  Hunter,  Larrey,  Dupuvtren, 
Sims,  Billroth,  and  Kocher. 

F.  Ronchese  m.d. 

TWO  SENTENCE  ESSAY 

All  that  has  been  accomplished  by  the  movies, 
acting,  photography,  sight  gags,  comic  strips,  ani- 
mated cartoons,  posters,  and  so  on  during  the  last 
fifty  years  — it  all  serves  the  TV  commercial.  One 
has  to  see  an  ad  for  frankfurters,  aspirin,  or  tooth- 
paste to  know  what  a source  of  affection,  hope,  and 
concupiscence  it  can  be. 

. . . Leopold  Tyrmand,  A Reporter  at  Large, 
American  Diary,  The  New  Yorker  Maga- 
zine, Nov.  11.  1967 
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A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 
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Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

■ Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
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ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
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Department  150.) 


WHICH  LATIN  GRAMMAR  DO  YOU  USE? 

We  found  that  the  vasa  vasora  were  present  in 
the  tunica  media  vasorum,  and,  with  a failure  of 
function  of  the  vasa  vasora,  a state  of  necrosis  of 
the  tunica  media  vasorum  resulted  which  allowed 
for  a dilatation  of  the  aorta  in  this  region. 

. . . Seen  in  paper  in  S.G.O.  for  Dec.  1967 
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tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptmle  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg./day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseais® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  {strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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cations:  For  use  in  management  of  anxiety  and  tension  occurring 
: or  as  accompanying  symptom  complex  to  medical  and  surgical 
ders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
through  antianxiety  and  related  muscle-relaxant  properties, 
htraindications:  History  of  sensitivity  to  meprobamate, 
iiportant  Precautions:  Carefully  supervise  dose  and  amounts 
uescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs ; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 
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Professionally  posed. 


RHODE  ISLAND  PHYSICIAN  TRANSPLANT 
PIONEER 

Your  columnist  compliments  the  Xarragansett 
Times  on  its  alert  and  excellent  report  of  the  part 
played  by  Dr.  Mauricio  Golberg  of  Peace  Dale  in 
the  pioneer  work  that  resulted  in  the  recent  heart 
plant  operations. 

On  September  27,  1957,  according  to  the  news- 
paper's account,  Doctor  Golberg  and  two  col- 
leagues. after  months  of  planning,  performed  what 
is  considered  the  first  animal  heart  transplant  in 
which  the  donated  organ  actually  sustained  cir- 
culation in  the  recipient.  Using  two  dogs  the  doc- 
tors succeeded  in  keeping  one  alive  for  21  minutes 
and  the  other  for  two  hours. 

Doctor  Golberg’s  collaborators  in  the  historic 
operation  performed  at  the  University  of  Maryland, 
were  Dr.  Edgar  F.  Berman  and  Dr.  Leonard  C. 
Akman.  At  the  time  Doctor  Golberg  was  associated 
with  Sinai  Hospital  in  Baltimore  and  Johns  Hop- 
kins, according  to  the  news  story. 

The  surgical  team  proved  that  the  newly  de- 
veloped heart-lung  machine,  which  they  utilized, 
was  an  effective  tool  with  the  potential  to  revolu- 
tionize cardiac  surgery;  that  a heart  could  be  trans- 
planted from  the  chest  of  one  animal  to  the  chest 
of  another,  and  work;  and  that  the  transplanted 
heart  would  not  only  work  for  its  new  owner,  but 
with  sufficient  force  to  sustain  circulation. 

In  1965  the  Journal  of  the  American  Association 
for  Thoracic  Surgery  reported  that  Dr.  Xorman  E. 
Shunway,  who  perform  the  human  heart  transplant 
at  Stanford,  made  the  first  significant  breakthrough 
in  cardiac  transplantation  in  1960  “by  means  of 
the  Golberg  technique.” 

Doctor  Golberg,  a member  of  the  Washington 
County  and  Rhode  Island  Medical  Societies,  is  in 
active  general  practice  in  Xarragansett  where  he 
practices  general  surgery  at  South  County  Hospital, 
but  he  reports  thoracic  cases  only  occasionally,  ac- 
ording  to  the  news  story. 

* * * 

"CREDIT  CARD  USE  UNETHICAL"  SAYS 
NEW  YORK  SOCIETY 

The  X~ew  York  State  Medical  Society  has  de- 
clared unethical  the  use  of  bank  credit  cards  by 


physicians  in  accepting  payment  for  professional 
services. 

The  action  was  taken  by  the  Society  at  its  annual 
convention  in  Xew  York  City. 

The  Society  acted  contrary  to  the  AM  A Judicial 
Council  on  the  credit  card  issue  which  gave  condi- 
tional approval  for  use  of  the  cards  by  physicians 
in  accepting  payment  for  professional  services. 

AM  A Policy:  The  Judicial  Council  declared  the 
medical  profession  must  maintain  its  position  of 
safeguarding  patients'  interests  when  considering 
new  methods  of  financing  personal  indebtedness,  and 
drew  up  general  guidelines  for  use  of  the  cards. 

The  Xew  York  Society  reaffirmed  “the  stand 
taken  previously  that  use  of  credit  cards  by  doctors 
of  medicine  is  not  ethical,  because  the  physician 
becomes  an  agent  for  a commercial  enterprise,  that 
he  inadvertently  can  become  the  victim  of  adver- 
tising, that  in  the  near  future,  many  banks  may 
supply  this  service  and  each  doctor’s  office  may 
become  rated  by  the  number  of  bank  credit  cards 
he  will  accept.” 

The  state  Society  acted  following  a survey  of 
county  and  state  medical  groups  regarding  the 
credit  card  matter. 

HOME  CARE  FOR  INCAPACITATED  MEDICARE 
PATIENTS 

Physicians  who  wish  to  postpone,  shorten  or 
avoid  hospitalization  of  their  incapacitated  patients 
who  have  no  one  to  help  them,  can  now  turn  to 
health  aides  for  such  assistance.  Under  medicare 
a patient  is  entitled  to  100  home  visits  a year  in- 
cluding those  of  the  health  aide.  The  health  aide 
works  under  the  supervision  of  an  R.X.  in  render- 
ing personal  care  based  on  doctors5  orders.  The 
same  health  aide  may  also  perform  any  homemak- 
ing tasks  which  the  wife  or  mother  would  normally 
carry  out  except  heavy  housework.  However,  only 
the  personal  care  and  those  homemaking  tasks  “in- 
timately related  to  the  illness”  are  reimbursable 
under  medicare. 

The  Homemaker  Home  Health  Aide  Services  of 
Rhode  Island,  a United  Fund  state  wide  agency, 
was  established  to  provide  trained  personnel  to  work 
in  homes  helping  safeguard  the  care  of  children, 
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the  ill,  the  elderly  and  the  handicapped,  where  no 
responsible  person  is  available  for  this  purpose.  The 
aide  works  as  part  of  a ‘‘health  team’’  with  an  R.N. 
and  trained  social  worker.  They  continually  evalu- 
ate whether  the  help  given  meets  the  diagnosed 
need.  The  purpose  is  to  maintain  individuals  and 
families  in  their  own  homes  in  crisis  situations 
when  it  is  desirable  to  do  so.  This  helps  free  hos- 
pital and  nursing  home  beds.  It  may  also  prevent, 
shorten,  or  postpone  the  trauma  children  experience 
due  to  separation  from  parents  and  placement  away 
from  home.  When  appropriately  utilized  it  is  less 
costly  to  the  community  and  psychologically  sound. 

When  such  service  is  needed  please  phone  351- 
1290.  The  Homemaker  Home  Health  Aide  Services 
of  Rhode  Island  is  located  at  209  Angell  Street, 
Providence. 

CRITICAL  NURSE  SHORTAGE  WORSENS 

The  registered  nurse  — that  angel  in  the  starched 
white  uniform  — is  becoming  a rare  bird,  indeed. 

Not  only  are  there  over  100,000  too  few  of  her 
today,  but  in  about  three  years  it  is  estimated  there 
will  be  an  even  more  critical  shortage  of  nearly 

200.000  nurses. 

A Health  Insurance  Institute  review  of  national 
statistics  indicates  that  the  shortage  blankets  the 
country. 

According  to  the  U.S.  Public  Health  Service,  the 
nation  has  only  about  80  per  cent  of  the  registered 
nurses  it  needs  to  help  care  for  the  sick  and  injured. 

In  some  areas  the  shortage  is  so  acute  the  hos- 
pitals have  been  forced  to  limit  their  services.  In 
New  York  City’s  huge  Bellevue  Hospital  a single 
registered  nurse  is  sometimes  responsible  for  300 
patients  on  seven  floors. 

Government  figures  show  approximately  750,000 
registered  nursing  positions  in  the  United  States  - 
a number  that  many  agree  could  not  provide  the 
best  of  care  even  if  completely  filled. 

As  1967  began  only  640,000  nurses  were  prac- 
ticing, about  one-fourth  of  whom  worked  part  time. 

The  latest  comprehensive  government  survey  on 
nursing  needs  highlighted  the  fact  that  by  1970, 

850.000  full-time  R.N’s  would  be  needed  to  provide 
adequate  care  for  the  increased  population. 

Even  this  estimate  may  have  to  be  revised.  It 
was  made  before  the  full  impact  of  benefits  under 
the  government-sponsored  Medicare  and  Medicaid 
programs  could  be  calculated. 

At  present  growth  rates,  only  680,000  nurses  will 
be  available  in  1970  to  fill  the  nation’s  minimum 
need  of  850,000  a tthat  time. 

Many  officials  concerned  with  the  shortage  be- 
lieve the  answer  is  a better  income  and  better  work- 
ing conditions. 

( Co::tir.ued  on  next  page) 
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Although  wages  have  recently  been  increased  in 
a few  parts  of  the  country,  the  average  is  still  only 
a little  over  $5,000  a year.  In  some  sections  it  is 
much  lower. 

"WE'RE  NUMBER  ONE!" 

Blue  Cross  and  Physicians  Service  set  new  mem- 
bership records  in  1967.  and  now  serve  764.000 
Rhode  Islanders,  including  Federal  Government 
programs  administered  by  the  local  health  plans. 

In  releasing  the  statistics,  Arthur  F.  Hanley, 
executive  director,  said  that  based  on  the  latest 
population  figures,  approximately  85  per  cent  of 
the  people  in  the  State  now  have  the  majority  of 
their  health  care  bills  paid  through  the  Plans. 

The  addition  of  30,000  new  Physicians  Service 
subscribers  during  the  year  was  the  greatest  gain 
recorded.  The  surgical-medical  plan  now  has  a 
membership  of  683,000. 

Nearly  702.000Rhode  Islanders  are  presently  en- 
rolled under  the  Blue  Cross  basic  programs,  which 
is  26,000  more  than  in  1966. 

Mr.  Hanley  said  that  the  enrollment  figures  of 
both  Plans  include  some  52,000  older  citizens  cov- 
ered under  the  special  Blue  Cross  and  Physicians 
Service  65  Plan  that  supplements  Federal  Medicare 
benefits. 

Blue  Cross  coverage  at  596  companies  was  im- 
proved for  116,500  members  during  1967.  Most  of 
the  companies  selected  the  full  coverage  semi-pri- 
vate hospital  room  plan. 

Some  347  Rhode  Island  firms  upgraded  their 
surgical-medical  benefits  to  Physicians  Service  Plan 
“B”,  improving  benefits  for  43,600  members. 

Group  membership  under  special  benefit  plans 
also  continued  to  climb,  as  217  groups  added  Ma- 
jor Medical  coverage  to  their  basic  benefits,  includ- 
ing the  State  of  Rhode  Island.  More  than  165.000 
subscribers  now  have  protection  against  the  costs 
of  catastrophic  illness  through  the  Major  Medical 
Plan,  up  72,000  from  1966. 

PATIENT  TRANSFER  FORMS  AVAILABLE  FOR 
PHYSICIANS 

Physicians  may  secure  without  charge  a supply 
of  new  patient  transfer  forms  by  direct  request  to 
the  Rhode  Island  Department  of  Health  at  its  100 
Fountain  Street  office  in  Providence. 

The  Inter-Agency  Referral  Form,  as  it  is  called, 
was  developed  out  of  a year  of  study  and  testing 
by  a committee  of  the  Rhode  Island  League  for 
Nursing,  with  assistance  from  the  Hospital  Asso- 
ciation of  Rhode  Island.  Social  Service  Directors 
Section.  Hospital  Directors  and  other  key  staff  in 
Institutions  and  Hospitals  have  been  notified  about 
the  availability  of  the  form,  combining  the  best  fea- 
tures of  forms  in  use  in  the  past,  which  it  replaces. 


The  principal  change  from  the  old  Rhode  Island 
Inter-Angecy  Referral  Form,  is  the  check-off  sys- 
tem, which  makes  it  easier  for  staff  to  transmit 
quickly  and  accurately  a comprehensive  picture  of 
the  patient  and  his  needs.  The  new  form  is  in- 
tended for  use  when  patients  are  referred  to  nursing 
homes,  extended  care  facilities  and  hospitals,  etc. 
as  well  as  public  health  nursing  agencies.  It  includes 
the  data  necessary  for  full  use  of  government-sup- 
ported post-hospital  services,  thus  eliminating  the 
need  for  additional  forms. 

Physicians  can  expect  to  see  the  new  form  short- 
ly. as  it  is  put  into  use  in  health  facilities.  For  use 
in  private  practice,  physicians  can  obtain  a supply 
from  the  Rhode  Island  State  Department  of  Health, 
as  specified  above,  or  from  the  local  Visiting  Nurse 
facility  to  whom  they  are  accustomed  to  turn  when 
making  a referral. 

AMERICA'S  2nd  BEST  "TEST  MARKET" 
TESTED  AGAIN 

Nine  out  of  10  teen-agers  are  afflicted  with  prob- 
lem skin.  The  condition  varies  in  degrees  from  oc- 
casional break-outs  to  full  blooming  acne  and  for 
a varying  period  of  time  during  the  teen  years. 

All  doctors  agree  unanimously  that  frequent 
washings,  at  least  three  a day,  are  a must  — and 
now  a new  foaming  skin  cleanser  is  being  intro- 
duced to  the  teen-age  market  of  Providence. 

The  company  selected  the  Northeastern  section 
of  Rhode  Island  to  debut  the  product  after  a mar- 
ket research  survey  indicated  the  intense  activity 
of  teen-agers  and  of  their  increasing  interest  in 
personal  hygiene  and  appearance. 

HOSPITAL  PER  DIEM  COST  PER  PATIENT 
REACHES  $58.06  IN  1967 

The  cost  to  the  nation's  community  hospitals  to 
provide  one  patient  with  a day  of  care  rose  to  an 
average  of  $58.06  in  1967,  the  American  Hospital 
Association  reported  in  the  March  16  issue  of 
Hospitals,  Journal  of  the  AHA. 

The  figure  represents  a 15.4  per  cent  increase 
over  the  1966  average  of  $50.31  per  patient  day, 
according  to  Hospital  Indicators,  a monthly  report 
published  in  Hospitals. 

The  Indicators  are  based  on  data  from  a sample 
of  656  hospitals  selected  from  a universe  of  5.812 
short-term  general  and  special  hospitals  registered 
by  AHA. 

The  $58.06  represents  average  daily  expenses  to 
the  hospitals  for  payroll,  equipment,  services,  sup- 
plies and  employee  fringe  benefits. 

A 17.4  per  cent  increase  in  payroll  expense  per 
patient  day  was  among  the  factors  contributing  to 
the  overall  increase  in  expenses,  according  to  Hos- 
pital Indicators. 
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Wages  and  salaries  accounted  for  $36.30  of  the 
per  patient  day  expense  in  1967,  of  $5.38  more 
than  the  $30.92  required  in  1966.  Inclusion  of 
hospital  employees  under  federal  minimum  wage 
and  overtime  pay  laws  and  higher  salaries  paid  to 
nurses  and  other  paramedical  personnel  contributed 
to  the  higher  payroll  costs. 

The  nation’s  5,812  community  hospitals  incurred 
total  expenses  of  $12.6  billion  for  both  inpatients 
and  outpatients  in  1967.  That  is  $2.1  billion  more 
than  the  $10.5  billion  in  1966  expenses. 

Increased  utilization  of  hospital  facilities  played 
a part  in  the  hospitals’  total  increased  expenses, 
Hospital  Indicators  said.  For  example,  total  ad- 
missions to  community  hospitals  were  up  nearly 
one  per  cent  in  1967  over  1966,  and  the  average 
daily  census  increase  4.2  per  cent  in  the  past  year. 

In  addition,  the  length  of  patient  stay  increased 
from  7.7  days  per  admissions  in  1966  to  8.0  in  1967, 
and  the  number  of  outpatient  visits  jumped  by  sev- 
en per  cent  during  the  year.  The  occupancy  rate 
was  also  up  in  1967  — from  77  per  cent  to  78.1 
per  cent. 

The  impact  of  Medicare  upon  hospital  utilization 
by  persons  65  and  over  is  reflected  in  the  5.1  per 
cent  increase  in  the  over-65  admissions  reported  in 
the  last  six  months  of  1967  over  the  same  six 
months  of  1966.  The  Medicare  program  began  July 
1,  1966. 


The  number  of  births  in  hospitals  continued  to  de- 
cline in  1967.  There  were  a reported  3.2  million 
births,  a decrease  of  1.5  per  cent  from  1966. 

Fulltime  hospital  employees  increased  again  in 
1967,  according  to  Hospital  Indicators.  In  1946, 
there  were  148  fulltime  employees  for  every  100 
patients,  but  in  1967  that  ratio  had  risen  to  264 
employees  per  100  patients. 

HEALTH  SERVICES  INDUSTRY  NATION'S  3rd 
LARGEST  EMPLOYER 

Demands  placed  upon  the  American  health  care 
system  made  the  health  services  industry  the  na- 
tion's fastest  growing  employment  field,  American 
Medical  Association  president  Milford  O.  Rouse, 
M.D.,  pointed  out  in  a year-end  report. 

“Fifteen  years  ago  it  was  the  fifth  largest  em- 
ployer, now  it  is  third,”  said  Dr.  Rouse.  “If  present 
trends  continue,  it  will  become  the  nation’s  No.  1 
employer  by  the  early  1970's.” 

Few  physicians  need  instruction  in  the  facts  con- 
cerning increasing  demand. 

In  addition  to  the  growing  claims  upon  him  by 
patients,  medical  society,  hospital,  civic  affairs,  and 
family,  the  physician  faces  his  responsibility  to 
himself  to  “keep  up”  with  medical  developments. 

The  year-around  task  of  “keeping  up”  is  mani- 
fested by  the  stack  of  medical  journals,  which  is 
(Continued  on  next  page) 
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regularly  attacked  but  often  seems  to  be  self-re- 
generating. 

Once  a year,  the  physician  has  an  opportunity 
to  spend  the  better  part  of  a week  doing  nothing 
but  ‘‘keeping  up"  at  the  world's  largest  medical 
meeting,  the  Annual  Convention  of  the  American 
Medical  Association. 

The  117th  Annual  Convention  of  the  AMA  will 
be  held  June  16-20  this  year  in  San  Francisco.  The 
Civic  Auditorium.  War  Memorial  Opera  House,  and 
several  nearby  hotels  will  house  the  scientific  pro- 
gram: the  House  of  Delegates  will  meet  in  the 
Fairmount  Hotel. 

Approximately  600  scientific  papers  are  to  be 
presented,  and  more  than  250  scientific  exhibits 
will  be  on  display  as  well  as  many  industrial  ex- 
hibits. 

Among  special  presentations  planned  are  four 
General  Scientific  Meetings  on  automobile  acci- 
dents. health  care  planning,  management  of  infec- 
tious diseases,  and  treatment  of  advance  malignant 
disease. 

Four  General  Scientific  Sessions  will  be  presented 
and  the  23  Scientific  Sections  will  offer  programs 
individually,  many  holding  joint  meetings  on  sub- 
jects of  common  interest. 

A full  schedule  of  medical  motion  pictures  is 
planned,  as  is  a program  of  live  color  telecasting 
from  a San  Francisco-area  medical  center. 
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TIGHTEN  PART  A MEDICARE  ELIGIBILITY 

If  you're  about  to  become  65,  it's  a good  idea  to 
familiarize  yourself  with  the  new  changes  in  Med- 
icare. the  Health  Insurance  Institute  advises. 

As  a result  of  amendments  to  the  Medicare  Law, 
a person  65  or  older  is  now  required  to  have  earned 
some  Social  Security  credits  during  his  lifetime  if 
he  is  to  come,  for  the  first  time,  under  Part  A 
Medicare  hospital  insurance. 

When  the  program  was  first  established  in  1966, 
people  were  allowed  to  come  under  its  provisions 
without  having  these  credits. 

To  be  eligible  today  it  is  necessary  to  be  receiv- 
ing monthly  Social  Security  or  railroad  retirement 
payments,  or  to  have  three  calendar  quarters 
(about  three  quarters  of  a year)  of  Social  Security 
work  credits. 

For  people  who  reach  65  after  1968.  the  amount 
of  work  credits  needed  will  increase  by  three  quar- 
ters each  year. 

For  instance,  six  quarters  will  be  needed  by  those 
who  reach  65  in  1969,  nine  by  those  who  reach  65 
in  1970,  and  so  on. 

Eventually,  according  to  the  government,  the 
amount  of  work  required  for  hospital  insurance  pro- 
tection under  Medicare  will  be  the  same  as  that 
required  for  monthly  cash  benefits  under  Social 
Security. 

The  new  law  also  provides  that  a person  without 
Social  Security  credits  can  still  qualify  for  Part  A 
hospital  insurance  benefits  on  their  spouse's  record 
of  earning,  upon  reaching  age  65. 

These  new  qualifications  do  not  affect  Part  B 
coverage,  the  Institute  pointed  out.  A person  lack- 
ing Social  Security  credits  will  still  be  able  to  pur- 
chase Part  B,  the  voluntary  portion  of  Medicare. 

Part  B provides  coverage  for  80  per  cent  of  the 
insured's  medical-surgical  charges  once  he  has  paid 
the  first  $50  ‘‘deductible"  on  those  charges. 

JUNIOR  ACHIEVEMENT  - 

"A  MOST  WORTHWHILE  PROGRAM" 

Junior  Achievment  is  a nation-wide,  "learn-by- 
doing,"  practical,  economic  education  program  in 
which  high  school  students  organize  and  manage 
their  own  small-scale  businesses  under  the  guidance 
of  adult  advisers  from  business  and  industry. 

Junior  Achievement  of  Rhode  Island  has  514 
teenagers.  102  advisers,  which  is  financed  from  400 
investors  from  Rhode  Island. 

Each  Junior  Achievement  company  is  organized 
in  the  fall  as  a corporate  structure  with  approxi- 
mately 20  youngsters  in  each  company.  They  are 
the  board  of  directors,  the  working  force,  the  sales 
staff.  They  select  a product  to  make  or  a sendee 
to  render,  and  capitalize  their  business  through 
public  sale  of  capital  stock  at  $1.00  a share;  ad- 
vertise, promote  and  sell  their  company’s  product 
or  service. 
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They  pay  themselves  salaries  and  wages  as  man- 
agement and  the  working  force,  decide  on  sales 
commissions  for  themselves  as  salesmen.  Pay  rent 
for  their  work  pace  and  equipment,  and  must  meet 
depreciation  charges  on  equipment  and  machinery, 
and  also  pay  taxes.  Pay  dividends  to  their  stock- 
holders if  their  enterprise  is  profitable  and  then 
liquidate  their  companies  at  the  end  of  the  pro- 
gram year  and  issue  stockholder  reports. 

Through  Junior  Achievement  these  teenagers  of 
Rhode  Island  develop  a realistic  understanding  of 
the  organization  and  operation  of  a business  enter- 
prise. They  learn  — through  their  own  experiences 
— an  understanding,  based  on  personal  experiences, 
of  the  responsibilities  and  rewards  of  initiative  and 
enterprise. 

BREAD  AND  BOARD  - 

A KANSAS  LESSON 

The  town  of  Ellis,  Kansas,  population  2,500,  is 
now  down  again  to  one  lumber  yard. 

This  fact  alone  is  probably  not  particularly  news- 
worthy, especially  as  the  estimated  maximum  an- 
nual lumber  sales  in  Ellis  are  not  much  over  $200,- 
000  per  year.  But  what  does  make  this  fact  of 
interest  to  any  privately  owned  tax-paying  business, 
to  any  farmer,  to  any  taxpayer  and  to  any  house- 
wife who  buys  bread,  is  not  only  the  reason  why 
there  is  now  only  one  lumber  yard,  but  also  the 
reason  why  there  were  ever  two  yards  in  the  first 
place. 

And  because  Ellis,  Kansas,  population  2,500,  is 
an  ideal  study  laboratory,  the  research  staff  of  the 
National  Federation  of  Independent  Business  con- 
ducted an  inquiry  into  the  case  of  thhe  defunct 
lumber  yard  as  it  not  only  relates  to  the  Federal 
farm  programs,  but  also  the  current  efforts  of  the 
War  on  Poverty  high  command  to  promote  coop- 
erative businesses  ostensibly  on  the  grounds  such 
operations  help  the  poor. 

Members  of  the  Golden  Belt  Cooperative  in  Ellis 
received  pretty  slim  patronage  dividends  in  1967, 
and  this  is  largely  due  to  the  reason  why  the  lumber 
yard,  operated  by  the  cooperative,  is  now  closed 
down. 

Under  a government  program  to  aid  farmers  to 
hold  wheat  crops  for  a more  favorable  price,  this 
cooperative  built  two  grain  elevators  under  a spe- 
cial provision  permitting  construction  costs  to  be 
charged  off  in  five  years. 

As  wheat  was  delivered  to  the  elevators  the  Com- 
modity Credit  Corporation  loaned  money  on  the 
grain  so  that  growers  had  immediate  cash  while 
waiting  for  price  increases.  And  in  addition,  the 
government  paid  the  cooperative  a monthly  rental 
fee  for  storing  the  grain  amounting  to  three-fourths- 
of-a-cent  per  bushel  per  month. 


For  many  years,  the  co-op’s  income  from  these 
renlal  fees  ran  around  $300,000  annually,  which 
after  operating  expenses,  gave  grower  members  as- 
surance of  a pretty  good  dividend. 

However,  the  co-op’s  controlling  group  decided 
this  income  was  not  enough  and  branched  out  into 
other  forms  of  business  under  the  tax-shelter  pro- 
vided for  cooperative  enterprises. 

This  included  opening  a feed  outlet  as  well  as  a 
gasoline  and  oil  enterprise  and  finally  to  opening  a 
lumber  yard.  In  this  operation,  presumably  to  drive 
out  the  independent  yard  already  established,  lum- 
ber was  sold  for  less  than  overhead  costs  to  show 
a loss  on  the  operation. 

But  losses  incurred  in  lumber  yard  operations 
were  subsidized  by  using  part  of  the  government 
grain  storage  fees  paid  into  the  cooperative,  even 
though  this  resulted  in  a substantial  reduction  in 
patronage  dividends  that  presumably  the  members 
might  have  otherwise  enjoyed.  It  is  estimated  that 
over  a decade  these  dividends  were  around  $70,000 
per  year  despite  the  much  greater  income  from  gov- 
ernment. 

But  two  things  upset  the  planning.  One  was  that 
the  owner  of  the  private  lumber  yard  hung  on  for 
years  with  a tenacity  that  was  unexpected  and 
(Concluded  on  Page  296) 
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CANNIBALISM  ROLE  IN  KURU 

Kuru,  a disease  of  motor  coordination  occurring 
only  in  certain  regions  of  New  Guinea,  may  be 
transmitted  from  generation  to  generation  by  can- 
nibalism. The  incidence  of  the  disease  correlates 
closely  with  the  categories  of  people  — women  and 
young  children  of  both  sexes  — who  consume  kuru 
victims.  In  contrast,  adult  males  in  high  incidence 
areas  seldom  dine  on  human  flesh,  rarely  include 
women  in  their  diet,  and  are  virtually  free  of  kuru 
infection.  The  possibility  of  dietary  transmission 
of  a slow,  latent  virus  infection  from  the  kuru  vic- 
tim is  reasonably  good  since  the  entire  body,  often 
undercooked,  is  consumed.  Four  or  five  years  after 
the  decline  of  cannibalism  in  the  kuru  region,  the 
incidence  of  the  disease  decreased  markedly.  The 
fact  that  the  disease  is  unknown  in  children  less 
than  5 years  of  age  also  adds  weight  to  this  theory 
of  transmission. 

. . . Glasse,  R.:  Cannibalism  in  the  Kuru  Region 
of  New  Guinea,  Trans.  N.Y.  Acad.  Sci.  29:748, 
1967 

•{•  jJs  jjc 

LACTASE  DEFICIENCY  IN  ORIENTALS 

Jejunal  biopsy  was  undergone  by  11  healthy  Ori- 
ental subjects.  In  each  instance  the  tissue  was  his- 
tologically normal.  Homogenates  of  the  tissue  were 
analyzed  for  disaccharidase  activity.  Isolated  lac- 
tase deficiency  was  documented  in  each  of  the  11 
subjects.  Several  days  later  the  symptomatic  re- 
sponse to  a 50-gm.  lactose  load  was  assessed.  Ten 
subjects  developed  symptoms  after  ingesting  the 
lactose.  Of  100  Caucasian  subjects  studied  in  the 
same  manner,  6 per  cent  also  had  values  for  lactase 
activity  of  0.5  unit  gm.  net  weight  or  less.  Com- 
parison with  the  100  per  cent  incidence  in  the 
Oriental  group  in  this  series  is  highly  significant 
(P<0.001). 

...Chung,  M.  H..  and  McGill,  D.  B.:  Gastroen- 
terology 54:225,  (Feb.)  1968 
* * * 

SIGMOID  VOLVULUS  IN  UGANDA 

Four  hundred  and  twenty-five  cases  of  primary 
sigmoid  volvulus  at  Mulago  Hospital,  Kampala, 
were  reviewed  after  omitting  all  cases  associated 
with  Hirschsprung's  disease  or  with  mental  abnor- 
malities. Clinical  diagnosis  of  vascular  impairment 
in  the  patients  was  not  difficult.  Gangrenous  cases 
had  a mortality  of  38  per  cent.  Non-grangrenous 
cases  treated  by  laparotomy  had  a mortality  of  1 1 
percent.  Of  88  patients  given  a preliminary  trial  of 
sigmoidoscopy  and  intubation  three  died.  These 


deaths  occurred  in  the  group  of  1 1 patients  submit- 
ted to  laparotomy  because  of  obvious  failure  of 
relief  by  the  conservative  technique.  None  of  these 
deaths  was  associated  with  undiagnosed  gangrene. 
Male  Baganda  formed  the  great  majority  of  the 
series  and  in  these  patients  volvulus  is  usually  as- 
sociated with  a sigmoid  colon  which  is  long,  di- 
lated. vascular,  and  thick-walled  with  muscular 
hypertrophy.  Results  of  treatment  of  such  cases 
might  not  be  duplicated  in  dealing  with  cases  of 
volvulus  occurring  in  a thin-walled  sigmoid  with  a 
meager  blood  supply. 

...Shepherd,  J.  J.:  Treatment  of  Volvulus  of 
Sigmoid  Colon.  Brit.  Mew  J.  1:280,  (Feb.  3) 
1968 

* * * 

"HEART  DISEASE  IN  INDIA 

In  spite  of  a higher  consumption  of  fat  mainly  in 
the  form  of  ghee  and  other  milk  products  in  North 
India,  incidence  of  coronary  heart  disease  was  low- 
er in  railway  workers  in  this  section  than  in  South 
India  where  fat  consumption  was  much  lower  and 
consisted  mainly  of  vegetable  oils  high  in  polyun- 
saturated fatty  acids.  Records  of  railway  district 
hospitals  were  used  for  determining  the  incidence 
of  coronary  heart  lisease,  and  the  relatively  greater 
incidence  in  South  India  was  confirmed  by  records 
of  mortality,  absenteeism  and  insurance  in  the  rail- 
roads. In  one  hospital  in  South  India  (Perambur), 
the  incidence  was  7 times  higher  than  in  a hospital 
in  North  India  (Ferozepur).  Another  study  had 
shown  no  differences  in  mean  cholesterol  levels  of 
railway  workers  in  these  two  sections  of  India.  Some 
factors  in  eating  patterns  that  may  be  responsible 
for  the  lower  incidence  of  coronary  heart  disease  in 
the  north  are  ( 1 ) methods  of  cooking  that  tend  to 
break  up  fat  particles,  (2)  a high  proportion  of 
butyric  acid  and  other  short-chain  fatty  acids, 
which  are  absorbed  through  a different  route  than 
long-chain  fatty  acids,  (3)  a relatively  higher  pro- 
portion of  fiber  and  cellulose,  and  (4)  use  of  foods 
requiring  thorough  chewing.  It  is  thought  that  such 
factors,  which  would  lead  to  smaller  fat  particles 
and  a higher  percentage  of  short-chain  fatty  acids 
in  blood  plasma,  may  inhibit  blood  coagulation  and 
reduce  the  possibility  of  thrombosis. 

. . . Malhotra,  S.  L.:  Georgraphical  Aspects  of 
Acute  Myocardial  Infarction  in  India  with 
Special  Reference  to  Patterns  of  Dieting  and 
Eating.  Brit.  Heart  J.  29:337,  1967 
* * * 
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BLADDER  STONE  DISEASE  IN  THAILAND 

The  possible  importance  of  protein  malnutrition 
and  a deficiency  of  sulfur-containing  essential  ami- 
no acids  (methionine  and  cystine)  in  causing  blad- 
der stone  disease  in  infants  and  children  in  Thai- 
land was  indicated.  In  small  villages  the  incidence 
of  bladder  stone  disease  was  higher  than  in  two 
urban  areas,  Ubol  City  and  Bangkok.  In  these 
villages  male  infants  from  birth  to  12  months  of 
age  excreted  less  total  sulfate  and  less  free  sulfate 
in  the  urine  than  similar  infants  from  the  urban 
areas.  There  is  some  indication  that  the  infants  in 
the  villages  are  given  rice  at  a very  early  age  and 
that  the  total  intake  of  essential  amino  acids  is 
inadequate;  also  that  many  pregnant  and  lactating 
women  have  an  inadequate  protein  intake.  A re- 
lationship between  protein  deficiency  and  occur- 
rence of  urolithiasis  has  been  found  in  animal  ex- 
periments. 

...Van  Reen,  R.  A.;  Valyasevi,  A.,  and  Dhana- 
mitta,  S.:  Studies  of  Bladder  Stone  Disease  in 
Thailand.  VIII.  Sulfate  Excretion  by  Newborn 
and  Infants;  Possible  Relationship  of  Protein 
Malnutrition  to  Bladder  Stone  Disease.  Amer. 
J.  Clin.  Nutr.  20:1378,  1967 

* * * 

BLOOD  PRESSURE  OF  TIBETANS 

A study  of  660  adult  male  Tibetans  recently  dis- 
placed from  Tibet  and  settled  in  Dalhousie,  India, 
revealed  dissimilarities  in  regard  to  the  mean  sys- 
tolic and  diastolic  figures  as  compared  to  those 
reported  for  Europeans  and  Americans.  The  av- 
erage Tibetan  figures  were  lower  than  the  Western 
population;  however,  a comparable  variability  after 
the  fourth  decade  and  a parallel  spread  of  values 
with  age  and  weight  was  evident.  Socioeconomic 
status  bore  no  relation  to  the  blood  pressure  levels. 
The  distribution  of  mean  pressure  was  apparently 
uninfluenced  by  prolonged  habitation  at  altitudes 
over  10,000  feet.  Striking  differences  were  evident 
in  the  mean  pressures  of  Tibetans  and  those  of 
closely  related  Mongolian  groups.  The  observed  in- 
terracial and  racial  differences  may  be  influenced 
by  environment. 

...  A.  K.  Sehgol,  et  al.  Circulation  37:36,  (Jan. 

1968 

'f*  ^ 

CANCER  OF  THE  CERVIX  IN  AN  AMISH 

POPULATION 

The  records  of  10,314  Papanicolaou  smears  were 
analyzed  to  determine  the  incidence  of  cervical 
cancer  among  the  rural  inhabitants  of  Holmes 
County,  Ohio.  These  examinations,  obtained  from 
1850  to  1966,  included  smears  from  two  popula- 
tions of  women:  3,606  were  considered  typical  of 
rural  United  States  populations,  whereas  2,068  were 


members  of  a highly  chaste  and  religious  group 
widely  known  as  the  Amish.  The  incidence  of  can- 
cer of  the  cervix  was  considerably  lower  among 
Amish  women  in  spite  of  a higher  birth  rate  and 
the  absence  of  contraceptives.  Socioeconomic  and 
medical  standards  are  similar  in  the  two  groups 
but  the  Amish  have  practiced  strict  endogamy  with 
monogamous  marital  behavior  for  many  genera- 
tions, perhaps  limiting  the  spread  of  some  agent 
important  in  the  etiology  of  cervical  cancer. 

. . . H.  E.  Cross;  E.  E.  Kennel;  and  A.  M.  Li- 
lienfeld.  Cancer  21:102,  (Jan.)  1968 

>fs  jfc 

BILIARY  SURGERY  IN  THE  SOUTHWESTERN 
AMERICAN  INDIAN 

Three  years  of  biliary  surgery  were  reviewed  at 
the  United  States  Public  Health  Service  Indian 
Hospital,  Gallup,  New  [Mexico.  Two  hundred  and 
forty-nine  operative  procedures  were  performed  on 
237  patients.  Earlier  age  of  symptomatic  presenta- 
tion for  surgery,  an  increased  incidence  of  chole- 
docholithiasis,  and  an  increased  incidence  of  gall- 
bladder carcinoma  (3.8  per  cent)  gave  evidence  of 
the  advanced  biliary  disease  seen  in  the  South- 
western American  Indian. 

. . . J.  E.  Saupliner  and  D.  J.  O'Connell.  Arch. 
Surg.  96:1,  (Jan.)  1968 
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JOHX  C.  HAM  has  been  named  chairman  of 
the  committee  for  the  annual  meeting  of  the  Rhode 
Island  Tuberculosis  and  Respiratory  Disease  Asso- 
ciation. and  will  be  assisted  by  FREDERICK  \Y. 
BARXES.  ROBERT  \Y.  RIEMER.  PETER  HAR- 
RINGTON. FRANCIS  McNELIS  and  GUY  SET- 
T I PANE. 

RICHARD  FRARY  will  head  a committee  on 
Profesional  Education  for  Respiratory  Diseases, 
for  the  Association. 

LELAXD  W.  JONES  will  serve  as  the  Society’s 
representative  on  the  Inter-Agency  Council,  with 
the  retirement  of  ROBERT  W.  DREW  frcm  the 
same  position. 

sf:  :}:  :je 

The  following  officers  head  the  Miriam  Hospital 
Staff  Association:  President.  BANICE  WEBBER: 
Yice  President.  STANLEY  SIMON ; Secretary, 
MAX  BLOOM : Treasurer.  GUSTAF  SWEET. 
Member  of  the  Executive  Committee  for  two  years 
is  MELVIN  HOFFMAN:  Staff  Representative  to 
The  Medical  Board,  STANLEY  D.  SIMON. 

jJ:  sj:  :jc 

JEFFREY  P.  MOORE,  chief  of  radiology  at 
Roger  Williams  General  Hospital,  has  been  elected 
a fellow  of  the  American  College  of  Radiology. 

5*:  sjc  5*C 

At  the  annual  meeting  of  the  Rhode  Island  Hos- 
pital Medical  Staff  Association  in  January.  AMER- 
ICO  A.  SAYASTAXO.  surgeon-in-chief,  department 
of  orthopaedics  and  fractures,  was  elected  president, 
succeeding  LESTER  L.  YARGAS,  surgeon-in-chief. 
Rhode  Island  Hospital.  Other  officers  elected  are: 
President-Elect,  DAVID  J.  FISH,  phvsician-in- 
chief.  department  of  neurology  and  psychiatry; 
Yice  President.  THOMAS  PERRY.  JR.,  surgeon- 
in-chief  of  second  surgical  service:  Treasurer. 
THOMAS  McOSKER.  associate  surgeon,  depart- 
ment of  neurosurgery:  Secretary.  JOHN  W.  NOR- 
TON. associate  director.  Rhode  Island  Hospital. 

HENRY  C.  McDUFF,  JR.,  surgeon-in-chief,  de- 
partment of  gynecology,  was  elected  to  the  execu- 
tive committee  for  a one-year  term  and  THOMAS 
FORSYTHE,  acting  director,  department  of  roent- 
genology. was  elected  to  a two-year  term. 

* * * 

FRANCIS  H.  CHAFEE,  of  Providence  was 
elected  Yice  President  of  the  American  Academy  of 
Allergy  at  its  24th  Annual  Meeting,  held  February 
6.  at  the  Statler  Hilton  Hotel  in  Boston.  Doctor 


Chafee  is  a past  president  of  the  Providence  Medi- 
cal Association. 

Doctor  Chafee  has  been  associated  in  the  spe- 
cialty of  allergy  since  1934.  A graduate  of  Harvard 
Medical  School  in  1931,  Doctor  Chafee  then  in- 
terned at  the  Presbyterian  Hospital  in  New  York 
from  1931-1933.  He  was  the  Director  of  the  Allergy 
Clinic  at  the  Rhode  Island  Hospital  from  1938- 
1965.  Doctor  Chafee  has  served  the  Academy  for 
many  years.  For  the  past  two  years  he  served  as 
chairman  of  their  Ethics  Committee. 

S#C 

Among  those  attending  the  Sectional  Meeting  of 
the  American  College  of  Surgeons  at  Williamsburg 
and  absorbing  the  charm  of  that  ancient  town  were: 
SEEBERT  J.  GOLDOWSKY.  JOHN  R.  BOWEN. 
WILFRED  I.  CARNEY,  BRIAN  A.  DORMAN, 
ROBERT  GORFIXE,  EDWARD  I.  SELTZER. 
ABRAHAM  HORYITZ.  THOMAS  PERRY.  JR., 
and  HENRY  T.  RANDALL,  who  incidentally,  was 
a speaker  on  one  of  the  panels. 

5*C  2*C 

Among  recent  visitors  to  the  State  of  Israel  were 
EDWARD  SPIXDELL.  PHILIP  BARON,  and 
ELIHU  SAKLAD  and  SARAH  SAKLAD. 

30C  3|C 

WILLIAM  J.  MacDONALD  and  JESSE  J. 
EDDY.  Ill,  recently  attended  a meeting  of 
AMP  AC  in  Washington,  D.C. 

% sjc 

STANLEY  D.  SIMON  recently  addressed  the 
Michigan  Academy  of  General  Practice  on  ‘ The 
Treatment  of  Temporomandibular  Arthritis.” 

s}: 

MENDELL  ROBINSON  was  a guest  lecturer  on 
"Stapedectomy”  at  Albany  Medical  College  in 

March. 

5>c  sfc 

MARY  D.  LEKAS,  a surgeon  in  the  ear,  nose 
and  throat  department  of  Rhode  Island  Hospital, 
will  join  the  hospital  ship  HOPE  for  a teaching 
and  treatment  mission  in  Ceylon. 

Dr.  Lekas.  a graduate  of  Clark  University  in 
Worcester  and  of  the  University  of  Athens  Medi- 
cal School  in  Athens,  Greece,  will  spend  from  April 
to  June  on  the  voluntary  mission. 

She  is  a consultant  at  the  Yeterans’  Administra- 
tion Hospital  in  Providence. 
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HEMATOLOGIC  PROBLEMS  IN  THE  NEW- 
BORN by  Frank  A.  Oski,  M.D.,  and  J.  Law- 
rence Naiman,  M.D.  Volume  IV  in  the  Series 
Major  Problems  in  Clinical  Pediatrics,  Alexander 
J.  Schaffer,  Consulting  Editor.  W.  B.  Saunders 
Company,  Philadelphia,  1966.  $11.00 

It  came  as  a pleasant  surprise  to  find  a book 
with  so  much  material,  so  well  condensed  without 
any  sacrifice  in  quality  and  clarity.  The  title  of 
this  book  somewhat  understates  its  purpose.  It  by 
all  means  is  not  limited  to  the  hematologic  abnor- 
malities of  the  newborn.  It  gives  a clear  and  ade- 
quate view  of  most  of  the  hematologic  diseases  of 
the  newborn  including  their  evolution  through  in- 
fancy and  even  adult  age.  The  newborn  emergency 
is  particularly  well  represented  with  useful  flow 
charts  and  tabulations  that  should  be  of  invaluable 
help  to  pediatricians  and  pediatric  residents  faced 
with  a severely  anemic,  jaundiced  or  hemorrhaging 
child. 

Although  a large  part  of  the  text  is  devoted  to 
the  pathology  of  the  red  cells,  problems  affecting 
white  cells,  platelets  and  coagulation  disorders  are 
adequately  represented.  The  section  of  the  inherited 
disorders  of  the  leucocytes  is  extensive  and  well  il- 
lustrated. Two  large  chapters  of  the  book,  the 
fourth  and  the  fifth  are  dedicated  to  the  disorders 
of  the  red  blood  cell  metabolism,  hemoglobin  sym- 
phesis  and  hemoglobin  metabolism.  These  two  sec- 
tions alone  make  the  book  well  worth  while  reading 
to  anyone  interested  in  problems  of  congenital  path- 
ology of  hematopoietic  system. 

On  rare  occasions  the  authors  seem  to  oversim- 
plify some  complex  mechanism  such  as  the  sym- 
phesis  of  the  hemoglobin.  The  over  simplification 
however,  is  generally  done  for  the  sake  of  didactic 
clarity  and  does  not  diminish  the  true  ‘"reference 
book”  value  of  this  work. 

The  physiology  and  the  pathology  of  hemato- 
poiesis during  the  various  phases  of  intrauterine 
development  and  early  newborn  period  is  well  pre- 
sented and  there  are  very  useful  tables  indicating 
the  normal  values  of  embryonal  and  neonatal  blood. 
This  includes  differences  of  hemoglobin  concentra- 
tion in  relation  to  early  and  delayed  clamping  of 
the  umbilical  cord,  the  normal  hematocrit  during 
the  first  two  weeks  of  life  of  term  infants  as  well 
as  the  differential  counts  of  peripheral  blood  and 
bone  marrow  during  the  same  period  of  life.  The 
hematological  aspects  of  the  maternal  fetal  rela- 
tionship are  also  analyzed  both  in  normal  cases 


and  in  various  pathological  conditions  such  as  toxo- 
plasmosis, syphilis,  rubella,  lupus  erythematosus, 
leukemia  and  malignancies.  Intrauterine  anemias 
including  twin  to  twin  transfusion  is  also  well  pre- 
sented. Bibliography  is  adequate  and  up  to  date. 
Illustration  material  is  excellent  and  pertinent  to 
the  various  subjects. 

I strongly  recommend  this  excellent  book  to  pedi- 
atricians, hematologists  and  pathologists.  This  is 
one  of  the  best  general  reviews  of  pediatric  hema- 
tology published  in  recent  years.  Any  physician  who 
has  graduated  from  medical  school  ten  or  more 
years  ago  will  certainly  find  in  this  book  many 
new  ideas  and  an  incentive  to  meditate  on  the  ne- 
cessity of  continually  updating  one’s  medical  edu- 
cation. 

Salvatore  R.  Allegra,  m.d. 

PATIENTS,  DOCTORS,  AND  FAMILIES  by 

Faye  C.  Lewis,  M.D.  Doubleday  & Company, 

Inc.,  Garden  City,  New  York,  1968.  $4.95 

Doctor  Lewis  is  a family  doctor  in  a small  mid- 
western  city,  and  evidently  a very  good  one.  Her 
book  is  partly  about  her  family,  her  life,  the  office 
and  hospital  and  her  colleagues.  But  it  is  mostly 
devoted  to  her  patients  and  their  troubles,  how  they 
react  and  how  she  helps  them.  It  contains  a lot 
of  good  common-sense  psychotherapy. 

Many  amusing  anecdotes  add  greatly  to  the 
charm  of  the  book.  For  instance,  a colleague  was 
making  a routine  call  on  a senile  patient  as  he  had 
been  doing  frequently  for  several  weeks.  She  asked 
him  what  he  did  for  a living.  When  he  reminded 
her  that  he  was  her  doctor  she  commented,  “Well, 
it  beats  working.’  A daughter  who  was  a little  pert 
said  to  her  convalescent  mother,  “Kaffee,  Hag?” 
The  old  woman’s  demure  reply  was,  “No,  Sanka.” 

You  will  enjoy  reading  this  book,  but  it  is  espe- 
cially valuable  for  the  troubled  and  troublesome 
patients  who  need  more  talking  to  than  there  is 
time  for. 

H.  G.  Calder,  m.d. 

HUMAN  DEVELOPMENT  by  29  Authorities 

Edited  by  Frank  Falkner,  M.D.  W.  B.  Saunders 

Company,  Philadelphia,  1966.  $20.00 

In  “Human  Development”  psychiatrists,  as  well 
as  those  in  other  disciplines  who  believe  that  mind 
and  body  are  inextricably  bound,  will  find  the 
problem  of  growth  and  human  development  ap- 
(Continued  on  next  page) 
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proached  from  many  viewpoints.  Beginning  with 
the  "Biologic  Principles  of  Growth"  by  Claude  A. 
Yillee.  it  concludes  with  "The  Development  of  Im- 
munity" by  Mathea  Allansmith. 

I personally  have  never  before  seen  early  hu- 
man development  so  thoroughly  and  keenly  from 
so  many  aspects.  There  is  a wealth  of  material  in 
this  volume  for  the  neurologist,  pediatrician,  ortho- 
pedist, gynecologist,  and  behavioral  scientist. 

Perhaps  a shortcoming  of  the  book,  and  one  I 
might  criticize,  is  that  there  is  no  condensation  of 
research  material.  It  contains  perhaps  too  much 
research  material  and  statistical  analysis,  which 
would  be  a bit  weighty  for  the  busy  practitioner 
to  wade  through.  There  is  an  analysis  of  genetic, 
metabolic,  hormone,  immunity,  anatomical,  biolo- 
gical, physiological,  and  chemical  pregnancy  fac- 
tors; a psychological  approach  to  human  develop- 
ment; and  a discussion  of  the  role  of  the  enzymes 
in  the  cell. 

The  statistical  considerations  and  bibliography 
may  be  of  some  value  to  the  researcher  and  those 
interested  in  intensive  investigation.  I am  sure  that 
the  neurologist  would  find  helpful  the  chapter  on 
“Development  of  the  Nervous  System  in  Early 
Life,’  the  psychologist  nad  psychiatrist  that  on 
“Psychological  Development  of  the  Child,”  and 
even  the  dentist  that  on  “Craniofacial,  and  Den- 
titional  Development.” 

This  book  provides  a compilation  of  current 
points  of  view  by  outstanding  authors,  representing 
disciplines  involved  in  the  early  phases  of  human 
development.  It  emphasizes  current  approaches  and 
up-to-date  research  findings.  The  discussions,  sum- 
maries, and  research  reports  will  be  of  interest  to 
educators,  anthropologists,  psychologists,  and  others 
engaged  in  the  study  of  the  human  development, 
and  especially  to  physicians. 

I would  not  hesitate  to  recommend  this  book  to 
those  interested  in  any  branch  of  medicine;  for 
here  you  will  come  close  to  discovering  the  extent 
of  our  knowledge  today  on  the  mind  and  body, 
beginning  with  the  fertilization  of  the  egg  and  pro- 
gressing through  prenatal  growth,  the  influence  of 
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the  placenta  with  its  vascular  communications, 
genes,  cells,  and  in  general  biological  growth  and 
human  development. 

Barry  B.  Mongillo,  m.d. 

IL  METODO  SPERIMENT ALE  IN  RAPPORTO 
ALLE  DOTTRINE  DI  B.  TELESIO  E F. 
BACON E (The  Experimental  Method  in  Rela- 
tion to  the  Doctrines  of  B.  Telesio  and  F. 
Bacone)  by  Giovanni  P.  Arcieri.  Alcemaeon  Edi- 
tions, New  York,  1967.  $5.00.  (In  Italian) 

Arcieri,  well  known  teacher  of  medical  history 
and  author,  discusses  with  original  ideas  the  be- 
ginning of  the  experimental  method  in  its  literary 
and  philosophical  aspects.  The  Italian  philosopher, 
Bernardino  Telesio  (1509-1588),  is  presented  as  a 
forerunner  of  the  school  advocating  the  elimination 
of  Aristotelian  and  Scholastic  doctrines,  advocating 
a new  science,  based  on  the  truth  given  to  us  by 
nature,  a doctrine  from  which  sprung  the  scientific 
methods  of  Companella  and  Bruno,  Bacon  and  Des- 
cartes. 

The  author  asks:  Where  is  the  truth?  Artistotle, 
Telesio,  Bacon,  Kant? 

Arcieri’s  book  is  valuable  for  orientation  in  re- 
spect to  the  knowledge  of  the  experimental  period, 
the  individualization  and  evaluation  of  induction, 
and  the  comparison  of  the  Telesian  ideas  with  the 
ones  of  Bacon. 

In  this  work  Arcieri  shows  again  his  writing 
ability  as  he  did  in  his  “The  Discovery  of  the 
Blood  Circulation,’  judged  by  Castiglioni  a master- 
piece, and  in  his  “Figures  of  Medicine.” 

F.  Ronchese,  m.d. 

OCULAR  THERAPY . Complications  and  Manage- 
ment. From  Symposia  on  Ocular  Drug  Complica- 
tions and  Management  Held  Under  the  Auspices 
of  the  American  Academy  of  Opthalmologv  and 
Otolaryngology.  Edited  by  Irving  H.  Leopold, 
M.D.  The  C.  Y.  Mosby  Company,  Saint  Louis, 
1966.  $11.00 

This  short  volume  is  the  result  of  two  symposia 
held  in  1964  and  1965.  It  provides  the  busy  oph- 
thalmologist with  a reasonably  complete  summary 
of  the  newer  drugs  of  interest  to  his  specialty.  Con- 
siderable detail  is  devoted  to  the  adverse  effects 
of  certain  drugs  — both  systemically  and  locally 
in  adults  and  children.  An  excellent  review  of  anes- 
thetic agents  is  provided  as  well  as  a hint  of  things 
to  come  in  the  field  of  anti-viral  agents.  The  oral 
contraceptives  are  not  covered,  presumably  because 
their  few  ocular  side  effects  were  not  known  when 
the  symposia  were  held.  It  will  be  welcome  in  any 
eye  man’s  library  but  will  be  obsolete  in  only  a 
few  years. 

Robert  S.  L.  Kinder,  m.d. 
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Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 


DO  YOU  WANT  ODDS? 

1,100  FACE  DRAFT 

The  Department  of  Defense  announced  a special 
call  for  approximately  1,100  MDs  and  osteopaths 
to  be  drafted  into  the  Armed  Services  this  summer. 

The  size  of  the  call,  the  Selective  Service  System 
said,  indicates  that  it  will  be  necessary  to  call  all 
available  physicians  just  completing  their  intern- 
ships during  1968,  as  well  as  other  available  physi- 
cians. Included  would  be  those  examined  and  found 
qualified  and  who  are  not  deferred.  There  was  no 
mention  as  to  where  the  physicians  would  be  as- 
signed. 

. . . AMA  News,  Feb.  12,  1968 


HOW'S  THAT  AGAIN? 

Mr.  and  Mrs.  William  Powell  Lear  of  Beverly 
Hills,  Calif.,  have  announced  the  engagement  and 
approaching  marriage  of  their  daughter,  Miss 
Shanda  Lear,  to  GianCarlo  Bertelli,  son  of  Mr.  and 
Mrs.  Julio  Bertelli  of  Milan,  Italy. 

. . . N.Y.  Times,  Dec.  10,  1966 


ONE  SENTENCE  ESSAY 

Cast  your  bread  upon  the  waters,  and  it  will 
come  back  a sandwich. 

. . . Haia  Ginott,  Child  Psychologist 
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157th  ANNUAL 
SCIENTIFIC 
ASSEMBLY 

Rhode  Island 
Medical  Society 

at  the 

SHERATON-BILTMORE 

♦ ♦ ♦ 

Tuesday  Evening , May  7 — 

Speakers: 

STANLEY  D.  DAVIES,  M.D. 

JOHN  ROCK,  M.D. 

MILTON  HELPERN,  M.D. 

* •»  O 

W ednesday , May  8 — 

Speakers: 

CHARLES  L.  HILL,  M.D. 
of  Providence 

MILFORD  O.  ROUSE,  M.D. 
of  Dallas 

ALI  A.  KHALIL  I,  M.D. 
of  Chicago 

HENRY  G.  HADLEY,  M.D. 

of  Washington,  D.  C. 

JAMES  L.  GODDARD,  M.D. 
of  Washington,  D.  C. 

H.  RANDALL  TOLLEFSEN,  M.D. 

of  New  York  City 
ERNEST  J.  GREENBERG,  M.D. 
of  New  York  City 
JOHN  W.  WALSH,  M.D. 
of  Washington,  D.  C. 

MICHAEL  E.  DeBAKEY,  M.D. 
of  Houston 

WALDO  L.  FIELDING,  M.D. 
of  Boston 


THROUGH  THE  MICROSCOPE 

(Concluded  from  Page  289) 

only  possible  because  he  had  some  other  sources  of 
income. 

Then  came  the  smashing  blow.  The  government 
called  in  all  stored  wheat  on  which  it  had  loans  out- 
stranding  to  central  terminals  and  the  Golden  Belt 
Cooperative  found  it  no  longer  had  the  assured 
$300,000  storage  fees  coming  from  the  government, 
and  unable  to  subsidize  the  losses  being  taken  on 
the  lumber  yard  from  government  checks,  had  to 
close  it  down. 

Today,  many  people  in  Ellis,  Kansas,  are  won- 
dering just  what  was  gained.  They  still  have  the 
private  lumber  yard  to  serve  them. 

Eventually,  in  time,  it  will  get  back  to  a point 
where  it  will  be  again  paying  taxes  which  were  not 
forthcoming  for  several  years  due  to  the  lack  of 
any  profit. 

The  cooperative  lumber  yard  never  paid  taxes  as 
it  was  running  in  the  red,  and  in  addition,  a sub- 
stantial part  of  close  to  $3,000,000  received  by  the 
cooperative  over  the  past  decade  from  the  govern- 
ment for  grain  storage  fees  has  gone  down  the 
drain,  reflecting  a loss  in  patronage  dividends  the 
farmers  might  have  enjoyed  from  this  income  had 
it  not  been  dissipated. 

The  people  in  Ellis,  Kansas,  where  wheat  is  the 
way  of  life,  are  puzzled.  A typical  comment  is, 
‘'About  fifteen  years  ago  wheat  was  bringing  $2.50 
per  bushel  and  a loaf  of  bread  in  the  store  was  ten 
cents.  Today  wheat  is  bringing  $1.32  per  bushel  and 
that  same  loaf  of  bread  is  28  cents.” 


DERMAQUIZ  ANSWER 
(See  Page  245) 

At  left,  secondary  papular  macular  syphilides.  A 
case  of  30  years  ago,  of  the  kind  exceptionally  seen 
at  the  present  time. 

At  right,  common  acne  vulgaris  of  adolescence. 


WISDOM 


Any  man  who  hates  children  and  animals  can’t 
be  all  bad. 


. . . W.  C.  Fields 


He  sjc 


I’ve  never  met  a man  I didn't  dislike. 

. . . Ron  Rickies,  (comedian) 

* * * 

CLICHE 

One  of  the  greatest  honors  that  can  accrue  to  a 
surgeon  in  our  area  is  to  be  elected  president  of 
the  Southwestern  Surgical  Congress. 

...A.  J.  Surg.,  Nov.  1967 
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THE  CHALLENGE  OF  OBSTETRIC  ANESTHESIA  . . . PAGE  323 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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"When  you’re  finished  with  baby, 
maybe  you  can  tell  me  what  I can  do  about  my  extra  pounds.” 
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Get  them  while 
they’re  easily  reversible. 

Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels" 

Dextro-Amphetamine  Sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardi  i 
arrhythmias  have  occurred  in  hyiB 
thyroid  patients  and  in  patients  r* 
ceiving  thyroid  medication  when* 
Tofranil  was  added  to  the  regime* 
Imipramine  may  block  the  pharrr* 
cologic  activity  of  guanethidine  <■ 
other  related  adrenergic  neuron- 1 
blocking  agents. 

The  drug  is  not  recommended  at* 
present  time  in  patients  under  12* 
of  age. 

Adverse  Reactions:  Dryness  of  tf  Jl 
mouth,  tachycardia,  constipation* 
turbances  of  accommodation,  sv,i» 
ing,  dizziness,  weight  gain,  urina  I 
frequency  or  retention,  nausea  aia 
vomiting,  peripheral  neuritis,  miUll 
parkinson-like  syndrome,  tremors! 
rare  cases  of  falling  in  elderly  pa  § 
tients,  confusional  states  (with  si* 
symptoms  as  hallucinations  and  * 
orientation),  activation  of  psycho* 
schizophrenics  and  agitation  (me* 


When 
a milestone  in  life 
is  marred 
by  depression... 


I pomanic  and  manic  episodes) 

•'  may  require  dosage  reduction 
«t  r addition  of  a tranquilizer  or 

• rary  discontinuation  of  the  drug, 
fi  tiform  seizures,  orthostatic 
(>;nsion  and  substantial  blood 

• ire  fall  in  hypertensive  patients, 
f,  ra,  transient  jaundice,  bone  mar- 
9;pression  including  agranulocy- 

• sensitization  and  skin  rash 

|l  ing  photosensitization,  eosino- 
<1  and  mild  withdrawal  symptoms 
Iden  discontinuation  after  pro- 
91  f treatment  with  high  doses. 

V ional  hormonal  effects  (im- 

• :e,  decreased  libido,  and  estro- 

9 affects)  may  be  observed. 

It  ne-like  effects  may  be  more 
f meed  (e.g.  paralytic  ileus)  in 

• itible  patients  and  in  those 

• anticholinergic  agents  (includ- 
| liparkinsonism  drugs). 

V/enf  Adult  Dosage:  Initially, 

P daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she's  not 
gaining  a daughter... she’s  losing  a son. 
The  occasion  may  be  marred  by  de- 
pression with  such  symptoms  as  feelings 
of  sadness,  incapacity,  helplessness 
and  hopelessness. 

Tofranil  often  relieves  symptoms  of 
depression. 

As  maintenance  therapy  during  the  active 
phase  of  depression,  it  may  help  prevent 
relapse. 

The  use  of  Tofranil  in  patients  receiving 
M.  A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  or  in  those  receiving  anticholi- 
nergics (including  antiparkinsonism 
agents),  thyroid  medication,  or  antihyper- 
tensive adrenergic  neuron-blocking 
agents;  and  in  those  in  their  first  trimester 
of  pregnancy,  the  special  precautions 
listed  in  the  prescribing  information 
should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require 
discontinuation  of  Tofranil  are  uncommon. 
However,  for  complete  details,  please 
refer  to  the  full  prescribing  information. 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by 

the  Washington  Office  of  the  Amer- 
ican Medical  Association. 

The  American  Medical  Association  stated  that 
the  regional  medical  programs  had  showed  good 
progress  in  the  early  stages  but  urged  that  Congress 
order  an  early  evaluation  by  a non-government 
agency. 

The  AMA  position  was  outlined  by  Bland  W. 
Cannon,  MD,  of  Memphis,  Tenn.,  a member  of  the 
Association  Council  on  Medical  Education,  in  testi- 
mony before  the  House  Subcommittee  on  Public 
Health  and  Welfare.  The  subcommittee  was  consid- 
ering Administration  legislation  to  extend  the  re- 
gional medical  program  law  for  five  years. 

Subcommittee  members  reacted  favorably  to  an 
AMA  recommendation  that  the  extension  be  for  only 
three  years.  Some  of  the  congressmen  also  indicated 
opposition  to  a recommendation  by  Micheal  De- 
Bakey.  MD,  of  Houston,  Tex.,  that  appropriations 
for  the  regional  medical  programs  be  increased 
sharply. 

"We  view  with  favor  the  early  progress  of  RMP. 
its  ability  to  build  on  existing  patterns  of  medical 
care  (sometimes  adding  new  features  or  changing 
old  ones  as  local  demands  and  resources  make  pos- 
sible) and  the  local  flexibility  which  allows  the 
program  to  make  a real  contribution  to  the  health 
care  of  our  nation,”  Dr.  Cannon  said.  ‘‘At  the  same 
time,  we  recognize  that  the  concept  of  the  Regional 
Medical  Program  is  still  in  its  very  early  stage  of 
existence  and  that  it  is  difficult  to  fully  appra’se  the 
program.  We  do  not  know,  for  example,  how  much 
this  program  adds  to  the  stress  on  an  already  over- 
taxed supply  of  available  medical  manpower. 

“There  is  some  concern  that  the  proliferation  of 
federal  health  programs  substantially  contributes 
to  the  rise  in  health  care  costs.  For  this  reason,  we 
are  pleased  that  H.R.  15758  provides  for  an  evalu- 
ation of  the  program.  We  would  suggest,  however, 
that  the  evaluation  begin  July  1,  1968,  rather  than 
July  1.  1969  since  ‘evaluation’  should  be  an  integral 
part  of  the  planning.  We  also  suggest  that  the  sub- 
committee consider  further  amending  Section  102 


to  provide  that  the  evaluation  shall  be  made  by  a 
non-government  agency. 

"We  recomend  that  the  subcommittee  delete  the 
open-end  authorization  for  funds  for  the  four  fiscal 
years  ending  after  June  30,  1969.  In  view  of  the 
fact  that  we  are  still  dealing  with  a relatively  un- 
tried program,  we  believe  it  would  be  wise  to  limit 
the  authorization  to  such  sums  as  this  subcommittee 
may  determine  to  be  reasonable,  rather  than  to  pro- 
vide for  ‘such  sums  as  may  be  necessary  for  the  next 
four  fiscal  years.’  ” 

Henry  Brill,  MD,  of  Brentwood,  N.  Y.,  chairman 
of  the  AMA’s  Committee  on  Alcoholism  and  Drug 
Dependence,  said  that  the  AMA  supported  the  part 
of  the  legislation  authorizing  federal  grants  for  con- 
struction of  facilities  for  a new  program  for  alcoholic 
and  narcotic  addict  rehabilitation. 

“However,"  he  said,  “we  have  long  felt  that  funds 
for  staffing  and  operation  are  properly  the  respon- 
sibility of  the  community,  once  the  major  burden 
of  construction  has  been  met  with  federal  assist- 
ance.” 

The  American  Medical  Association  and  the  Asso- 
ciation of  American  Medical  Colleges  announced  a 
joint  policy  designed  to  increase  the  number  of 
medical  students. 

The  statement  "emphasized  the  urgent  and  criti- 
cal need  for  more  physicians  if  national  expectations 
for  health  services  are  to  be  realized."  and  listed 
immediate  and  long-range  steps  that  should  be  tak- 
en. 

Immediate  steps:  — 

1.  Increase  the  enrollment  of  existing  medical 
schools. 

2.  Foster  curricular  innovations  and  other 
changes  in  the  educational  programs  which  could 
shorten  the  time  required  for  a medical  education 
and  minimize  the  costs. 

3.  Meet  the  need  for  innovation  in  educational 
programs  and  to  encourage  diversity  in  the  charac- 
ter and  objectives  of  medical  schools.  The  develop- 
ment of  schools  of  quality  where  a primary  mission 
is  the  preparation  of  able  physicians  for  clinical 
practice  as  economically  and  rapidly  as  possible  is 

to  be  encouraged. 

(Continued  on  Page  306) 
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A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosaj 
without  skimping  your  patients  on  day-long  thiazide  effectivenes. 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day 

ENDURON 

METHYCLOTHIAZIDE 

See  Brief  Summary  on  final  page  of  advertisement 
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Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 
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When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


EffOnce  a day,  every  day 

ENDURONYL 


WETHYCLOTHIAZIDE  5 mg.with 
JESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


niTDMT 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLQTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURONYE 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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(Continued  from  Page  304) 

“A  longer-range  approach  to  the  need  for  physi- 
cian? is  the  development  of  new  medical  schools,'’ 
the  statement  said.  ‘‘This  approach  will  not  solve 
our  immediate,  urgent  need  for  more  physicians  but 
it  is  essential  for  meeting  the  national  needs  of  1980 
and  beyond. 

“To  implement  the  measure  enumerated  above 
will  require  adequate  financial  support  from  gov- 
ernmental and  various  private  sources  for: — 

“1.  Construction  of  facilities  to  expand  enroll- 
ment of  existing  schools  and  to  create  new  schools. 

“2.  Support  of  the  operational  costs  of  medical 
schools. 

“3.  Stimulation  and  incentive  for  educational  in- 
novation and  improvement.” 

% ijc  >{: 

Wilbur  J.  Cohen,  a key  proponent  of  medicare, 
was  named  by  President  Johnson  to  succeed  John 
W.  Gardner  as  secretary  of  Health,  Education  and 
Welfare. 

Cohen,  now  54,  started  with  the  federal  govern- 
ment in  the  early  thirties  and  helped  draft  the  so- 
ial  security  program.  Recognized  by  Congress  as 
an  expert  on  social  security,  he  was  the  leading  ar- 
chitect of  medicare  and  played  a prominent  role  in 
getting  Congressional  approval  of  the  program. 

He  had  been  undersecretary  of  HEW  since  June 
1965.  For  the  previous  four  years,  he  had  been  as- 
sistant secretary  of  HEW. 

At  a news  conference  following  his  appointment 
to  the  top  HEW  post,  Cohen  foresaw  health  care 
accounting  for  as  much  as  50  per  cent  of  total  wel- 
fare costs.  He  urged  that  voluntary  private  health 
insurance  be  improved.  But  he  said  that  he  did  not 
believe  private  programs  could  be  improved  suffi- 
ciently to  eliminate  the  need  for  government  help 
in  dealing  with  the  health  care  needs  of  low  income 
groups  and  the  disabled. 

“Medicare  and  medicaid  have  had  some  impact 
on  higher  medical  costs,”  Cohen  said.  “But  I think 
doctors'  costs  are  going  to  taper  off.  Hospital  costs 
are  going  to  continue  to  rise  but  there  is  a problem 
of  antiquated  and  inefficient  methods.  This  can  be 
changed.” 

Soon  after  Gardner’s  resignation  became  effective, 
Cohen  announced  major  steps  in  the  reorganization 
of  HEW's  health  activities.  Unified  direction  of 
HEW's  major  health  agencies  was  assigned  to  Dr. 
Philip  R.  Lee,  Assistant  Secretary  for  Health  and 
Scientific  Affairs.  Dr.  William  H.  Stewart,  Surgeon 
General  of  the  Public  Health  Service,  was  named 
principal  deputy  to  Dr.  Lee. 

Dr.  Lee  was  given  direct  authority  over  the  Public 
Health  Service  and  the  Food  and  Drug  Administra- 
tion. Dr.  Stewart  and  Food  and  Drug  Commissioner 
James  L.  Goddard,  M.D.,  will  report  directly  to 


the  Assistant  Secretary,  while  continuing  to  carry 
out  their  present  administrative  functions. 

Dr.  Lee’s  responsibility  also  was  expanded  to  in- 
clude overall  health  policy  direction  and  coordina- 
tion of  other  health  programs,  including  medicare, 
medicaid  and  the  health  activities  of  the  children's 
bureau. 

In  his  1968  message  to  Congress,  President  John- 
son had  directed  the  HEW  secretary  to  submit  “a 
modern  plan  of  organization  to  achieve  the  most 
efficient  and  economical  operation  of  the  health 
programs  of  the  federal  government.” 

"In  the  past  four  years,”  Cohen  said,  “31  major 
new  laws  have  been  enacted  that  increase  the  De- 
partment’s authority,  responsibility  and  appropria- 
tions in  the  field  of  health. 

“The  total  federal  investment  in  health  has 
grown  from  approximately  $3  billion  in  1960  to 
nearly  $14  billion  in  1968,  and  $16  billion  proposed 
in  1969.  Because  of  new  programs,  like  medicare 
and  medicaid,  the  HEW  health  investment  alone 
has  more  than  tripled  in  the  past  three  years,  from 
$2.6  billion  in  1966  to  $9.6  billion  this  fiscal  year, 
and  $10.9  billion  proposed  for  1969.” 

In  a reassignment  of  agency  responsibilities,  the 
National  Institutes  of  Health  was  expanded  to  in- 
clude the  present  X1H,  the  Bureau  of  Health  Man- 
power and  the  National  Library  of  Medicine.  The 
Health  Services  and  Mental  Health  Administration 
was  set  up  with  responsibility  for  all  other  func- 
tions previously  assigned  to  the  Public  Health 
Service.  These  two  new  agencies,  along  with  the 
present  Food  and  Drug  Administraton  now  make 
up  an  expanded  and  more  comprehensive  Public 
Health  Service. 

Dr.  James  A.  Shannon,  Director  of  the  National 
Institutes  of  Health,  was  named  Director  of  the 
newly  constituted  NIH.  Dr.  Robert  J.  Marston.  Di- 
rector of  the  Division  of  Regional  Medical  Pro- 
grams, was  named  Acting  Administrator  of  the 
Health  Services  and  Mental  Health  Administration. 
Dr.  Goddard  continues  as  Commissioner  of  Food 
and  Drugs.  The  head?  of  these  three  agencies  will 
report  directly  to  Dr.  Lee  under  the  new  organiza- 
tional setup. 
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the  "daytime  sedative"  for 


everyday  situational  stress 


When  stress  is  situational  — 
environmental  pressure,  worry  over 
illness  — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a 
prompt  and  predictable  calming  action 
and  is  remarkably  well  tolerated. 

Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a 
first  choice  among  many  physicians 
for  dependability,  safety,  and  economy  in 
mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity 
to  barbiturates.' 

Precautions:  Exercise  caution  in  moderate 
to  severe  hepatic  disease.  Elderly  or 
debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes, 
“hangover”  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime 
sedative,  15  mg.  [}A  gr.)  to  30  mg.  (A  gr.) 
t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg. 

(M  gr.),  30  mg.  ( Yi  gr.);  Elixir,  30  mg.  per  5 cc. 
(alcohol  7%). 

BUTICAPS®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.  04  gr.),  30  mg.  (p2  gr.). 


| McNEIL ) 


McNeil  Laboratories,  Inc., 
Fort  Washington,  Pa. 
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District  Medical  Society  Meetings 


PROVIDENCE  MEDICAL  ASSOCIATION 

A meeting  of  the  Providence  Medical  Association 
was  held  at  the  R.I.  Medical  Socety  Library  on 
Monday,  February  5,  1968.  The  meeting  was  called 
to  order  by  the  President.  Dr.  William  J.  MacDon- 
ald, at  8:30  p.m. 

Doctor  MacDonald  reported  that  the  reading  of 
the  minutes  of  the  January  meeting  would  be  omit- 
ted since  the  proceedings  of  that  annual  meeting 
would  be  published  in  the  R.I.  Medical  Journal. 

Doctor  MacDonald  announced  that  he  had  made 
appointments  for  the  Committees  to  serve  the  As- 
sociation in  1968,  and  he  expressed  the  hope  that 
every  member  asked  to  assist  on  a Committee  w’ould 
accept  the  assignment. 

Election  of  New  Members 

Dr.  Bertram  H.  Buxton,  Jr.,  Secretary,  reported 
that  the  Executive  Committee  recommended  for 
election  to  active  membership  the  following  physi- 
cians: Mary  Ambler,  M.D.  and  Te  Yong  Lou,  M.D. 

Action'.  A motion  was  made,  seconded  and  voted 

that  Doctors  Ambler  and  Lou  be  elected  to  active 

membership. 

Award  of  Certificates 

Doctor  MacDonald  awarded  certificates  of  mem- 
bership to  physicians  elected  at  the  annual  meeting 
on  January  8th. 

Scientific  Program 

The  scientific  program  was  presented  by  Dr. 
Fiorindo  Simeone,  Professor  of  Medical  Science, 
Brown  University,  and  Surgeon-in-Chief,  Miriam 
Hospital,  who  spoke  on  “'Management  of  Diseases 
of  the  Veins”. 

Doctor  Simeone  presented  his  experiences  in  the 
treatment  of  a varied  group  of  disorders  of  the 
veins  in  the  lower  extremities.  Many  of  these  dis- 
orders were  of  an  unusual  nature;  some  repre- 
sented the  results  of  long-standing  disease  with 
rather  extensive  secondary  soft-tissue  complications; 
and  some  represented  previously  treated  cases  with 
poor  result. 

In  his  opening  remarks  he  warned  clinicians  to 
make  sure  that  pathology  of  the  veins  did  exist.  He 
showed  a case  of  sporotrichosis  as  an  example  of  a 
disease  that  could  clinically  mimic  venous  path- 
ology. 

He  then  discussed  the  more  common  causes  of 
vein  pathology  — valve  incompetence  and  congen- 
ital absence  of  the  valves.  Some  cases  of  incompe- 
tence are  acquired  as  the  result  of  the  upright  pos- 
ture required  by  such  occupational  work  as  trolley 
conductors.  He  characterized  the  condition  of  in- 


competence of  venous  valves  as  worse  than  having 
no  veins  at  all.  His  photomicrographs  of  cross  sec- 
tions of  venous  valves  showed  the  arms  of  the  valve 
with  its  attached  muscle  as  a substantial  structure 
of  surprising  thickness.  The  potential  strength  of 
valves  has  been  demonstrated  in  cases  of  created 
AV  anastomoses  w’here  the  valve  can  withstand 
pressures  of  over  200  mm  of  mercury.  The  pain 
experienced  by  patients  with  varicose  veins  results 
form  pressure  of  the  distended  vein  compressing  the 
accompanying  artery  and  nerve  as  it  perforates  the 
slit  in  the  muscular  fascia. 

Bleeding  occurring  from  the  rupture  of  small 
veins  should  be  treated  by  the  removal  of  the 
saphenous  trunk.  The  vertical  incision  should  be 
extended  as  low’  as  possible  to  include  as  many  trib- 
utaries and  feeders  as  possible.  Some  cases  of  severe 
varicosities  are  just  not  amenable  to  stripping  and 
an  appropriate  incision  to  include  the  whole  venous 
mass  similar  to  that  required  for  the  removal  of  a 
cavernous  sinus  must  be  made  even  if  skin  flaps 
have  to  be  lifted.  People  with  severe  varicosities 
have  been  knowm  to  develop  syncope  on  prolonged 
standing  due  to  loss  of  one  third  of  their  blood 
volume  into  their  legs.  Doctor  Simeone  recommends 
immediate  excision  for  cases  of  superficial  non- 
pyogenic  phlebitis  to  obviate  the  more  prolonged 
pain  and  fever  which  accompany  medical  treatment. 

Congenitally  incompetent  veins  lead  to  crusting 
lesions  and  ulcerations.  Here  the  appropriate  treat- 
ment is  the  surgical  removal  of  the  skin  and  the  in- 
volved veins  with  ligation  of  feeders  and  tributaries. 
A split-thickness  graft  is  used  to  close  surgical  de- 
fect. 

The  treatment  of  the  superficial  brown  pig- 
mented lesions  of  the  skin  secondary  to  acquired 
incompetent  veins  is  the  same  as  for  varicose  ul- 
cerations and  again  skin  grafts  can  be  used  where 
necessary. 

Subcutaneous  fat  necrosis  can  simulate  phlebitis 
especially  in  the  lower  extremity.  Here  the  veins 
are  thrombosed  but  this  is  secondary  to  the  primary 
disease  wdiich  is  the  result  of  hemosiderin  deposition 
in  the  fat  from  an  initial  chronic  and  extensive  ex- 
travasation of  blood  with  the  eventual  development 
of  extensive  fat  necrosis.  Some  of  these  cases  de- 
velop calcinosis  cutis  and  ulceration.  Surgical  treat- 
ment includes  extensive  excision  of  the  involved 
skin  and  subcutaneous  areas,  the  development  of 
skin  flaps  if  necessary,  and  where  indicated  the  use 
of  skin  grafts. 

Doctor  Simeone  reported  good  results  in  about 

(Continued  on  Page  3G9) 
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this  issue: 
serous  otitis  media 
an  original  article 
by  Robert  H.  Lofgren,  M.D. 


sinusitis 


nasal  allergy  -f 
deviated  septur 


aerotitis 


occluded  Eustachian  ti 


adenoids  ( enlarged ) 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache” instead  of  a "screaming  earache"  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screening  audiograms  very  difficult. 

There  is  no  single  cause  for  serous  otitis.  One  fac- 
tor always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions or  influenza  are  common  causes  in  the  winter. 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep- 
tal deformity  and  cleft  palate  can  all  cause  eusta- 
chian tube  obstruction.  Some  children  may  have  a 
congenitally  small  eustachian  tube,  but  fortunately 
they  usually  "grow  out  of  the  problem.” 

the  first  sign  of  a nasopharyngeal  tumor  is  often  a 
serous  otitis.  One  must  always  rule  this  out  in  any 
adult  who  later  in  life  develops  repeated  or  persist- 
ing serous  otitis.  Causes  sometimes  overlooked  are 
nasogastric  tubes  after  surgery,  simple  obesity  and 
cardiorenal  disease,  which  may  produce  congestion 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re- 
cent years  we  have  been  seeing  a new  cause— acute 
otitis  media,  where  the  patient  is  adequately  treated 
with  antibiotics  but  where  drainage  has  not  been 


established  either  through  the  eardrum  or  down  the 
eustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
dle ear. 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 


The  inflammatory  response  may  be  caused  by  a 
marked  negative  pressure  as  in  air  otitis  from  flying, 
or  it  may  be  from  a mild  bacterial  or  viral  infection 
in  the  middle  ear.  Serous  fluid  is  a good  culture 
medium  and  will  frequently  go  on  to  purulent  otitis 
media,  especially  if  the  original  blockage  was  caused 
(by  an  infectious  process  such  as  acute  rhinitis  or 
iidenoiditis.  When  the  infection  heals  there  may  be 
scarring  in  the  middle  ear  mucosa.  Mucous  glands 
Jevelop  in  this  tissue  and  pour  out  a thick  mucoid 
inaterial.  This  ear  usually  looks  normal  until  a 
Pneumatic  otoscope  is  used.  The  objectives  in  treat- 
ng  serous  otitis  are  to  remove  the  obstructing  agent 
and  to  provide  drainage  from  the  middle  ear.  Often 
his  can  be  accomplished  by  decongestants  and  nose 
irops.  If  large  obstructing  adenoids  are  present  they 
.hould  be  removed.  Sinusitis  should  be  treated  with 
>ral  decongestants  or  nose  drops,  plus  antibiotics 
Sphere  indicated.  Nasopharyngeal  tumors  should  be 
f reated.  Allergies  should  be  treated  with  antihista- 
Inines  and,  where  indicated,  by  desensitization. 

f the  fluid  does  not  clear  with  medical  treatment 
•within  a week  or  two,  a myringotomy  should  be 
Jone.  If  there  is  a question  of  active  infection  or  if 
he  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
pf  acute  otitis,  cultures  are  taken.  On  adults  this  can 
>e  done  in  the  office  without  anesthesia.  It  is  no 
nore  painful  than  an  intravenous  needle  for  a blood 
est.  A good  safe  topical  anesthetic  has  a tremen- 
lous  psychological  value  to  the  patient.  Children 
inder  the  age  of  1 require  no  anesthesia.  Between 
he  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
ential  although  a general  anesthetic  may  be  used  to 
i void  the  child’s  possible  mistrust  at  follow-up  ex- 
minations.  I usually  do  the  myringotomy  at  the 
ame  time  as  the  adenoidectomy  if  the  adenoids  are 
nlarged.  Once  drainage  has  been  established  with 
llecongestants  or  by  myringotomy,  positive  pressure 
illation  of  the  middle  ear  is  invaluable  in  forcing 
ut  the  serous  fluid  and  keeping  it  from  reforming, 
he  patient  can  do  this  himself  by  performing  the 
'alsalva  maneuver.  This  should  be  done  several 


In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal . Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 


dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 


You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine" 


In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 


references  1.  Senturia,  B.  H.  et  al.;  Middle  Ear  Effusions:  Patho- 
logic Changes  of  the  Mucoperiosteum  in  the  Experimental  Animal,  Ann. 
Otol.  71:632-648,  1962.  2.  Grahne,  B.;  Serous  Otitis  Media,  Acta  Oto- 
Laryng.  58:1-8,  1964.  3.  Sade,  J.;  Pathology  and  Pathogenesis  of  Serous 
Otitis  Media,  Arch.  Otolaryng,  84:297-305,  1966.  4.  Buckingham,  R.  A. 
and  Ferrer,  J.  L.;  Reversibility  of  Chronic  Adhesive  Otitis  Media  with  Poly- 
ethylene Tubes,  Laryngoscope  76:993-1014,  1966.  5.  Chalat,  N.  I.  and 
Lounsbury,  E.;  A Hearing  Phenomenon  and  Serous  Otitis,  Laryngoscope 
76:983-992,  1966.  6.  Shucknecht,  H.  F.;  Chronic  Otitis  Media  in  Children: 
A New  Treatment,  Clin.  Pediat.  3:718-727,  1964.  7.  Feuerstein,  S.  S.; 
Surgery  in  Serous  Otitis  Media,  Laryngoscope  76:686-708, 1966.  8.  Kapur, 
Y.  P.;  Serous  Otitis  Media  in  Children,  Arch.  Otolaryng.  79:38-48,  1964. 
9.  Silverstein,  H„  Miller,  G.  F.,  Jr.  and  Lindemman,  R.  C.;  Eustachian  Tube 
Dysfunction  as  a Cause  for  Chronic  Secretory  Otitis  in  Children,  Laryngo- 
scope 76:259-273,  1966. 


You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINIC'SYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  V2  tsp. ; Children  6-12,  1 
tsp. ; Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 
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80  per  cent  of  his  cases  while  in  20  per  cent  there 
was  poor  healing.  The  later  required  excision  of 
the  grangrenous  areas  after  5 days  with  immediate 
grafting. 

In  response  to  a question  from  the  audience, 
Doctor  Simeone  expressed  the  opinion  that  infection 
therapy  for  mild  varicosities  was  rarely  indicated 
because  some  of  the  sclerosing  material  invariably 
enters  the  deep  circulation  causing  deep  phlebitis. 
Instead  of  injection  he  recommended  excision  of 
the  mild  varicosities  under  local  anesthesia. 

Adjournment 

The  meeting  was  adjourned  at  9:30  p.m. 

Collation  was  served 

Attendance  76 

* * * 

A meeting  of  the  Providence  Medical  Association 
was  held  at  the  Rhode  Island  Medical  Society  Li- 
brary on  Monday,  March  4,  1968.  The  meeting  was 
called  to  orler  by  the  President,  Dr.  William  J. 
MacDonald,  at  8:30  p.m. 

The  reading  of  the  minutes  of  the  February 
meeting  was  omitted. 

The  President  awarded  membership  certificates 
to  two  members  elected  to  active  membership  at 
the  February  meeting. 

The  President  introduced  Mr.  James  M.  Andrew, 
servicing  administrator  of  Howard  Brewster  & As- 
sociates of  Providence,  who  explained  the  ‘‘Balanced 
Retirement  Program  of  the  Council  of  the  New 
England  State  Medical  Societies'’. 

Before  the  scientific  portion  of  the  program  Mr. 
Andrew  of  the  National  Shawmut  Bank  discussed 
the  New  England  Physician;  Balanced  Retirement 
Program  which  combines  the  Beacon  Fund,  a flex- 
ible retirement  annuity,  disability  insurance,  group 
term  life  insurance  with  a variety  of  tax  sheltered 
plans  which  qualify  under  the  Bill  and  thus  serve 
as  a device  for  deferment  of  tax  payments. 

The  program  has  been  approved  by  the  Council 
of  the  New  England  State  Medical  Societies  to  help 
physicians  develop  a sound  retirement  program  by 
utilizing  the  combined  mass  purchasing  power  at 
relatively  lower  costs  and  increased  physician  con- 
venience by  a centralized  administration  through 
the  National  Shawmut  Bank  of  Boston.  The  plan 
provides  a hedge  against  inflation  and  deflation 
with  protection  against  disability  and  premature 
death. 

Guaranteed  annuity  purchase  rates  provide  in- 
come for  retirement  years  and  a balanced  invest- 
ment program  which  combine  equities  and  annuities 
are  available  in  this  combination  plan. 

Mr.  Andrew  pointed  out  that  the  utilization  of 
the  Keough  plan  would  mean  the  loss  of  capital 


gains  treatment  on  taxing  profits  from  investment 
growth. 

The  scientific  program  was  presented  by  Dr. 
Paul  H.  LaMarche,  medical  director,  Child  Devel- 
opment Center,  Rhode  Island  Hospital,  on  the  sub- 
ject ‘‘The  Evolution  of  Sex.” 

Doctor  LaMarche  presented  the  intricacies  of  the 
evolution  of  sex  determination  in  man  and  a brief 
survey  of  the  significance  of  sex  chromosomes  to 
clinical  disease. 

He  first  demonstrated  in  sample  karotvpes  the 
morphological  characteristics  of  the  44  autosomes 
and  the  2 sex  chromosomes  by  letter  and  number 
grouping. 

He  characterized  the  chromosome  as  a package 
of  genetic  material  with  about  30,000  genes  per 
chromosome.  The  molecule  when  stretched  is  15 
miles  long  and  when  tightly  coiled  is  non-functional. 
The  eccentrically  placed  perinuclear  hyperchromatic 
Barr  Body,  seen  in  the  stained  cells  of  buccal 
smears  in  females,  represents  the  tightly  coiled  non- 
functional X chromosome.  The  loosely  coiled  gen- 
etic material  of  the  functional  member  of  the  paired 
X chromosomes  is  diffused  throughout  the  cell  nu- 
cleus. If  both  X chromosomes  were  functional  the 
female  double  X would  have  the  potential  of  quad- 
rupling the  genetic  output. 

(Cont'inued  on  next  page) 
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Doctor  LaMarche  explained  the  evolution  pro- 
gression starting  with  the  unigametic  status  of  the 
hermaphrodytic  teleosts  (some  of  whom  are  female 
for  the  first  5 years  of  life  and  then  become  male) 
culminating  in  the  development  of  the  homo-  and 
hetero-gametic  statuses  in  more  advanced  species. 
In  birds  the  male  is  homogametic  (ZZ)  with  re- 
spect to  its  sex  chromosomes  whereas  in  man  the 
female  has  the  homogametic  arrangement  (XX) 
and  the  male  is  heterogametic  (XY). 

All  mammals  have  the  same  total  amount  of 
DXA  (7.0  X 10~9  mg.)  but  the  number  of  chromo- 
somes vary  from  17  to  74.  In  birds  michromosomes 
are  normally  present  whereas  in  many  these  are  seen 
only  in  occasional  neoplastic  cells. 

Evolution  has  taken  place  apparently  by  a pro- 
cess called  diploidization  which  results  in  doubling 
of  the  number  of  genes  preserving  those  necessary 
to  carry  on  established  functions  but  adding  reserve 
genes  which  can  undergo  mutation  to  establish  new 
or  more  sophisticated  and  advanced  functions. 

Sex-linked  inheritance  depends  to  a great  degree 
on  a phenomenon  occurring  on  about  the  tenth  day 
post  fertilization.  At  this  time,  the  organism  decides 
whether  to  use  the  X chromosome  from  the  pa- 
ternal sperm  or  the  X from  the  maternal  ova. 

The  incidence  of  human  males  who  are  chromotin 
positive  is  1.96/10,000  wherease  4/10.000  of  fe- 
males are  chromotin  negative  and  12  females  per 
10,000  are  double  chromotin  positive. 

Doctor  LaMarche  then  described  the  clinical 
characteristics  of  various  syndromes  associated  with 
abnormalities  of  the  sex  chromosome.  He  detailed 
the  diagnostic  features  of  Turner’s  Syndrome  which 
has  an  XO  sex  chromosome  pattern  where  the  pa- 
tient has  only  an  X sex  chromosome  and  buccal 
smear  examination  shows  no  Barr  Eodv.  He  listed 
lymphedema  of  the  dorsal  surfaces  of  the  hands 
and  feet  as  an  important  sign  in  this  syndrome. 
Other  syndromes  described  included  Klinefelter's 
XXY,  supermales,  XYY,  and  superfemales,  XXX. 

A common  lesion,  especially  in  males,  is  the  tri- 
angular ulceration  just  below  the  medial  malleolus. 
Treatment  consists  of  excision  of  the  ulcerated  area 
and  a longitudinal  incision  to  exise  the  long  saphe- 
nous vein  with  ligation  of  its  feeders  and  tributaries. 
Skin  grafts  are  again  used  if  necessary. 

The  same  treatment  is  accorded  the  postphlebitic 
syndrome  with  excision  of  the  ankle  ulcerations,  the 
long  saphenous  vein  and  feeders  ligation  of  tribu- 
taries, and  the  use  of  skin  graft,  if  necessary. 

In  these  extensive  dissections  the  muscular  fascia 
should  be  spared  if  possible.  Doctor  Simeone  be- 
lieves that  its  preservation  serves  as  a built-in  sup- 
porting stocking  for  the  rest  of  the  patient’s  life.  He 
emphasized  the  importance  of  closing  the  slit-like 
fascial  opening  through  which  the  tributaries  per- 
forate. 
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The  pain  in  the  postphlebitic  syndrome  disap- 
pears when  the  ulceration  has  been  cleared  of  in- 
fection of  the  tissue  has  developed  a pink  granu- 
lating appearance.  It  is  obvious  that  control  of  in- 
fection is  accomplished  before  surgery  is  undertaken. 

Often  there  is  an  allergic  component  to  the  post- 
phlebitic syndrome.  This  can  manifest  itself  as  an 
external  hemorrhagic  area.  In  patients  with  the 
postphlebitic  syndrome,  moreover,  when  they  ex- 
hibit urticarial  allergic  skin  reactions  to  penicillin, 
will  develop  their  “hives”  first  in  the  ulcerated 
areas.  The  treatment  of  this  condition  does  not 
vary  from  the  non-allergic  type. 

He  discussed  mosaicism  w'here  there  is  a mixture 
of  normal  and  abnormal  cells  with  respect  to  chro- 
mosomal abnormalities  and  the  significance  of  this 
in  the  determination  of  whether  there  is  a somatic 
expression  of  the  abnormality. 

He  discussed  the  main  mechanisms  responsible 
for  the  development  of  sex  chromosome  abnormali- 
ties such  as  nondisjunction  w'hich  can  occur  either 
in  the  first  or  second  division  of  the  sex  cells  thus 
affecting  the  occurrence  rates  of  sex  chromosome 
abnormalities.  Crossing  over  either  equally  or  un- 
equally above  or  below7  the  centromere  would  lead 
to  a duplication  of  genetic  material  in  the  individu- 
al involved. 

Doctor  LaMarche  stated  that  further  evolution 
of  the  sex  chromosomes  wras  no  longer  possible  by 
diploidization  due  to  the  heterogametic  arrange- 
ment of  the  human  male.  Further  evolution  wTill 
have  to  occur  by  direct  mutation  of  genes  which 
already  have  the  potential  of  an  assigned  function. 

Doctor  LaMarche’s  presentation  was  a helpful 
review  for  clinicians  in  relating  basic  genetic  con- 
cepts to  the  rare  but  interesting  cases  of  sex  chro- 
mosomal abnormalities. 

Adjournment 

The  meeting  wras  adjourned  at  10:05  p.m. 

Collation  was  served 

Attendance  52 

Respectfully  submitted. 

Bertram  H.  Buxton,  jr.,  m.d. 

Secretary 


HOW'S  THAT  AGAIN? 

HEALTH  CENTER  IN  RABAUL 

The  town  of  Rabaul  on  the  eastern  end  of  the 
New  Britain  Islands  in  the  Bismarck  Archipelago, 
a lovely  group  of  islands  in  the  South  Pacific,  has 
not  many  over  6,000  inhabitants. 

. . . Item  in  JAMA,  Jan.  8,  1967. 

They  couldn’t  have  changed  that  much!  Ed. 
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This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 
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HEALTH  MESSAGE 

from 

THE  PRESIDENT  OF  THE  UNITED  STATES 


Referred  to  the  Committee  of  the 
Whole  House  on  the  State  of  the 
Union.  March  4,  1968. 

To  the  Congress  of  the  United  States: 

My  health  recommendations  to  the  Congress  this 
year  include  five  new  goals: 

First,  to  reduce  sharply  the  inexcusably  high 
rate  of  infant  mortality  in  the  United  States. 

Second,  to  meet  the  urgent  need  for  more  doc- 
tors, nurses,  and  other  health  workers. 

Third,  to  deal  with  the  soaring  cost  of  medical 
care  and  to  assure  the  most  efficient  use  of  our 
health  resources. 

Fourth,  to  lower  the  shocking  toll  of  deaths 
caused  by  accidents  in  America. 

Fifth,  to  launch  a nation-wide  volunteer  effort 
to  improve  the  health  of  all  Americans. 

Each  of  these  goals  — - and  others  which  I will 
discuss  in  this  message  — will  require  an  unprece- 
dented national  commitment.  Each  will  take  years 
to  achieve.  But  every  one  of  them  must  be  reached 
if  we  are  to  guarantee  to  every  citizen  a full  meas- 
ure of  safety,  health  and  good  medical  care. 

The  first  generation  of  Americans  built  their 
dream  of  a new  nation  on  the  conviction  that  life, 
liberty  and  the  pursuit  of  happiness  are  the  in- 
alienable rights  of  every  man. 

For  nearly  two  centuries,  our  Nation  has  sought 
to  make  those  rights  a reality  for  more  and  more 
of  our  people. 

It  has  fallen  to  this  generation  to  assure  that 
those  rights  have  real  meaning  for  every  citizen. 
And  this  generation  of  Americans  has  made  an 
historic  commitment  to  open  new  opportunities  — 
for  economic  advance,  for  educational  fulfillment, 
for  equality  — for  every  citizen: 

— Through  unprecedented  economic  growth  dur- 
ing the  last  83  months  and  the  war  against 
proverty,  nearly  12  million  Americans  have 
been  lifted  out  of  the  depths  of  want  and 
despair. 

— Through  more  than  18  landmark  education 
measures  in  the  last  four  years,  a tripling  of 
the  Federal  investment  in  education,  and  a 
doubling  of  all  public  and  private  expenditures 
on  education  in  the  last  six  years,  the  Nation 
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is  moving  rapidly  to  give  every  American 
child  a real  chance  for  full  growth  and  devel- 
opment. 

— Through  the  landmark  Civil  Rights  Acts  of 
1964  and  1965,  we  have  moved  closer  to  the 
day  when  equal  justice  and  opportunity  will 
become  a reality  for  all  Americans. 

We  have  sought  also  to  make  these  basic  rights 
meaningful  to  the  older  person  stricken  with  arth- 
ritis, to  the  poor  child  with  rheumatic  fever,  to  the 
infant  who  in  an  earlier  day  might  have  suffered 
the  ravages  of  polio.  In  the  last  three  years  the 
Federal  Government  enacted  nearly  30  new  health 
measures.  We  have  increased  its  investment  from 
$6  billion  to  nearly  $14  billion  annually  to  assure 
that  the  benefits  of  modern  medicine  are  available 
to  all  our  people: 

— To  make  medical  care  available  to  those  who 
need  it  most,  the  elderly  and  the  poor,  expen- 
ditures have  risen  from  $1  billion  to  nearly 
$8  billion.  Another  $2.5  billion  is  spent  each 
year  to  bring  the  finest  health  care  to  our 
servicemen  and  veterans. 

— To  build  new  laboratories,  hospitals  and  health 
clinics,  and  to  train  the  men  and  women  to 
work  in  them,  expenditures  have  risen  from  $2 
billion  to  nearly  $3  billion  annually. 

—To  prevent  and  control  disease,  expenditures 
have  risen  from  $450  million  to  nearly  $700 
million. 

The  real  meaning  of  these  statistics  is  found  in 
the  lives  of  people  who  have  been  helped: 

—19.5  million  Americans,  65  and  over,  are  now 
able  to  receive  the  medical  care  they  need 
without  suffering  crushing  economic  burdens. 

— 20  million  children  who  have  been  vaccinated 
against  measles,  and  323,000  fewer  children 
suffer  from  measles  each  year. 

— 30  million  have  been  protected  against  diph- 
theria. polio,  tetanus  and  whooping  cough,  re- 
ducing by  more  than  50  per  cent  the  number  of 

children  who  suffer  from  these  diseases. 

— 43,000  retarded  children  can  now  look  forward 
to  more  productive  lives  because  of  the  150 
special  clinics  built  to  serve  them. 

— 47  million  Americans  live  in  communities 
served  by  new  mental  health  centers. 

(Continued  on  Page  314) 
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For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
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constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 


Available:  Tablets,  10  mg.,  25  mg.,  50  mg  , 100  mg.  and  200  mg.; 
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Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 
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HEALTH  MESSAGE  OF  THE 
PRESIDENT 

(Continued  front  Page  312) 

— The  life  expectancy  of  Americans  continues  to 
increase,  promising  millions  a longer  and  fuller 
life.  In  1920,  it  was  54.1;  today  it  is  over  70. 

And  the  discoveries  of  modern  science  promise  a 
better  life  for  all  citizens:  the  prevention  of  Ger- 
man measles,  the  advances  in  treating  leukemia,  the 
progress  in  understanding  life's  processes. 

We  must  continue  to  build  upon  those  proud 
achievements. 

THE  BIRTHRIGHT  OF  SOUND  HEALTH 

The  American  child  is  born  into  a land  richer 
with  promise  than  any  nation  in  the  history  of  the 
world. 

But  to  share  in  that  promise,  he  must  survive  the 
perils  of  birth  and  infancy.  For  too  many  American 
children,  the  hazards  of  survival  are  steep. 

This  great,  wealthy,  resourceful  Nation  — which 
should  lead  the  world  in  saving  its  young  — - in- 
stead ranked  15th  in  infant  mortality  in  1965. 

In  that  year,  nearly  25  infants  out  of  every  1,000 
born  in  this  country  died  before  the  age  of  one. 
Thousands  more  were  handicapped  for  life  because 
of  inadequate  health  care  in  their  first  year. 

The  infant  mortality  rate  among  poor  families 
was  nearly  double  the  national  average.  In  certain 
city  ghettos  and  pockets  of  rural  poverty  the  rate 
was  7 times  that  in  surrounding  suburban  areas. 

Those  figures  shamed  this  enlightened  Nation. 
And  we  acted  to  meet  the  problem. 

Through  the  Maternal  and  Child  Health  pro- 
gram: 

— 300,000  women  are  now  receiving  family  plan- 
ning services. 

— 390,000  receive  maternity  care. 

— 680,000  infants  are  getting  the  attention  so 
crucial  to  their  later  development. 

Through  the  Crippled  Children's  program,  460,- 
000  children  will  be  treated  for  handicapping  con- 
ditions each  year. 

Through  Medicaid,  thousands  of  needy  mothers 
and  their  infants  are  receiving  the  care  vital  to 
their  health  and  well  being. 

The  infant  mortality  rate  in  this  country  dropped 
from  25.2  deaths  per  thousand  in  1963,  to  22.1 
per  thousand  in  1967  — a 12  per  cent  decline  in 
four  years. 

The  success  of  these  programs  in  two  cities  de- 
monstrates that  the  tragic  rate  of  infant  mortality 
can  be  reduced  even  faster.  Last  year,  because  of 
modern  medicine  and  a concentrated  effort,  the 
rate  in  Washington,  D.C.  fell  8.5  per  cent;  the 
rate  in  Chicago,  in  the  first  10  months  of  the  year, 
dropped  15  per  cent. 


In  1963,  100,000  infants  died.  In  1967,  that  fig- 
ure was  reduced  to  80,000.  But  this  progress  is 
not  enough.  For  thousands  more  did  not  receive 
the  medical  care  so  vital  to  their  future  growth  and 
development. 

THE  CHILD  HEALTH  IMPROVEMENT  AND 
PROTECTION  ACT  OF  1968 

Tris  Nation  must  accelerate  its  efforts.  The  cost 
of  future  care  rises  every  time  a child's  disease  or 
handicap  is  left  unattended.  A man's  potential  is 
diminished  every  time  an  affliction  that  could  be 
cured  in  childhood  causes  permanent  damage.  Most 
important  of  all,  America's  conscience  is  scarred 
and  her  future  dimmed  every  time  a child  dies 
needlessly. 

We  must  nowr  attack  the  problem  of  infant  mor- 
tality on  a nationwide  basis  by  providing  essential 
medical  care  to  the  700,000  needy  mothers  who 
give  birth  each  year  and  to  their  infants. 

To  launch  this  effort,  I recommend  a $58  million 
increase  in  appropriations  for  the  maternal  and  child 
health  care  programs  in  fiscal  1969.  $25  million 
of  this  increase  will  provide  for  the  expansion  of 
maternity  and  infant  care  centers  and  clinics. 

Our  goal  is  to  assure  every  needy  American  fam- 
ily: 

— Adequate  prenatal  and  postnatal  care  for  the 
mother. 

— A safe  delivery  by  trained  health  professionals. 

— Competent  examination  of  the  child  at  birth, 
and  expert  treatment  when  needed. 

— The  best  of  modern  medical  care  for  the  in- 
fant during  his  first  year  to  prevent  diseases, 
cure  illness,  and  correct  handicaps. 

— An  opportunity,  on  a voluntary  basis,  to  plan 
the  number  and  spacing  of  children. 

To  fulfill  this  objective,  / propose  the  Child 
Health  Act  of  1968. 

With  this  authority,  the  Nation  wall  be  able  to 
provide  comprehensive  medical  care  for  every  needy 
mother  and  her  infant. 

FOR  AMERICA'S  YOUNG 

As  we  launch  a major  new  effort  to  improve 
health  care  for  the  very  young,  we  must  not  lose 
sight  of  our  responsibility  for  all  of  America's  chil- 
dren. We  are  encouraged  by  the  gains  made  under 
our  pioneering  efforts: 

— Head  Start  and  other  preschool  programs, 
which  have  brought  education  and  better 
health  care  to  more  than  2 million  children. 

— Medicaid,  which  will  provide  health  care  to 
more  than  3 million  children  this  year. 

— 13  7 new  mental  retardation  clinics  have  been 
built  to  save  over  40,000  retarded  children. 

Nevertheless,  the  dimensions  of  w'hat  remains  to 
be  done  are  seen  in  these  grim  statistics: 

('Continued  on  Page  316) 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate, 8 mg.;  and  acetamin- 
ophen, 500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Sing  let  tablets,  which  provide  analgesic - 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


“Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it.” 
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HEALTH  MESSAGE  OF  THE 
PRESIDENT 

^(Continued  from  Page  314) 

— 436.000  children  are  victims  of  cerebral  palsy. 

— 424,000  have  epilepsy. 

— 12.3  million  have  eye  defects. 

— 2.5  million  have  hearing  impairments. 

— 3.2  million  have  speech  defects. 

— 2.3  million  have  orthopedic  handicaps. 

— 4.8  million  are  emotionally  disturbed. 

To  continue  our  efforts  to  meet  the  needs  of 
America's  children,  / recommend  that  the  Congress 
provide  $1.4  billion  in  fiscal  1969  — an  increase  of 
$215  million  — for  child  health  services  under 
Medicaid  and  other  Federal  health  programs.  These 
funds  will  provide: 

— 3.5  million  poor  children  with  health  services 
under  Medicaid. 

— More  than  1 million  children  with  compre- 
hensive health  services  at  56  Children  and 
Youth  Centers. 

— 500,000  Head  Start  children  with  medical  ex- 
aminations and  follow-up  treatment. 

— 460,000  children  with  treatment  for  handicap- 
ping conditions. 

— 200,000  children  with  family  services  at  Neigh- 
borhood Health  Centers. 

THE  BENEFITS  OF  RESEARCH 

The  history  of  our  times  is  not  solely  a study  in 
crisis.  It  is  also  one  of  hope:  when  polio  was  con- 
quered: when  other  infectious  diseases  that  had 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN,TINETEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25  s. 


plagued  man  for  centuries  fell  one  after  another; 
when  breakthroughs  in  genetics  brought  a better 
understanding  of  the  process  of  life. 

These  are  the  quiet  successes  achieved  in  count- 
less laboratories,  leaving  their  mark  forever  on  the 
future  of  man. 

1967  was  a breakthrough  year  which  brought 
many  rich  dividends: 

1.  Measles  can  now  be  completely  prevented. 

2.  The  creation  of  life  in  a California  test  tube 
startled  the  world. 

3.  The  Minnesota-trained  doctor's  first  heart 
transplant  was  a historical  milestone. 

But  none  of  these  achievements  were  the  result 
of  a single  year's  research.  They  came  from  the 
careful  work  of  many  years.  They  were  made  pos- 
sible by  the  Federal  Government's  continuing  sup- 
port to  scientists  who  seek  to  expand  our  store  of 
fundamental  knowledge.  That  support  has  grown 
from  SI  billion  in  1963,  to  nearly  SI. 5 billion  today, 
and  comprises  65  per  cent  of  the  Nation's  total 
expenditures  for  biomedical  research. 

Yet  we  have  only  begun  to  unlock  the  secrets  of 
better  health  and  a richer  life. 

Our  understanding  of  disease  and  human  devel- 
opment is  woefully  incomplete.  We  can  control  some 
types  of  cancer,  but  do  not  yet  know  their  exact 
causes. 

We  are  still  groping  to  understand  the  causes  and 
cures  of  mental  illness.  We  have  only  begun  to  dis- 
cover the  reasons  for  mental  retardation. 

The  relentless  search  for  knowledge  must  go  on. 
To  assure  the  breakthroughs  of  next  year,  and  the 
years  after,  / recommend  that  the  Congress  provide 
SI. 5 billion  for  health  research  in  fiscal  1969. 

POPULATION  AND  HUMAN  REPRODUCTION 

Two  vital  fields  long  neglected  by  research  are 
population  and  human  reproduction.  Thousands  of 
parents  want  help  in  determining  how  to  plan  their 
families.  Thousands  of  others  are  unable  to  have 
the  children  they  desire. 

Our  lack  of  knowledge  impedes  our  effort  to 
provide  the  help  they  need. 

— Far  too  little  is  known  about  the  physiology 
of  reproduction  and  its  effect  on  all  aspects 
of  human  life. 

— Searching  studies  are  needed  to  determine  the 
complex  emotional,  sociological,  physiological 
and  economic  factors  involved. 

A wide  range  of  scientists  must  bring  to  these 
problems  their  specialized  disciplines  — biologists, 
behavioral  scientists,  biochemists,  pharmacologists, 
demographers,  experts  in  population  dynamics. 

To  launch  this  effort,  I have  directed  the  Secre- 
tary of  Health,  Education,  and  Welfare  to  establish 
a Center  for  Population  Studies  and  Human  Re- 
production in  the  Xational  Institute  of  Child  Health 


316 


Rhode  Island  Medical  Journal 


and  Human  Development.  The  Center  will  serve  to 
give  new  energy  and  direction  to  the  research  ac- 
tivities of  all  Federal  Departments  and  Agencies 
in  these  fields. 

I am  asking  the  Congress  to  appropriate  $12 
million  to  support  the  research  activities  of  the 
Center  during  its  jirst  year  of  operation. 

As  we  move  to  expand  our  knowledge  of  popu- 
lation and  human  reproduction,  we  must  make  that 
knowledge  available  to  those  who  want  it.  Last 
year,  the  Federal  Government  helped  to  bring  in- 
formation and  counseling  on  a voluntary  basis  to 
more  than  500,000  women.  But  there  are  millions 
more  who  want  help. 

/ recommend  that  the  Congress  provide  for  an 
increase  in  funds  from  $25  million  in  fiscal  1968  to 
$61  million  in  fiscal  1969  so  that  three  million 
women  can  have  access  to  family  planning  help  if 
they  so  desire. 

HEALTH  MANPOWER 

Several  years  ago,  this  Nation  set  out  to  en- 
courage the  training  of  more  doctors,  nurses  and 
medical  technicians. 

As  the  result  of  the  imaginative  programs  recom- 
mended by  the  Administration  and  approved  by  the 
Congress  over  the  last  five  years: 

— An  additional  100,000  doctors,  nurses,  dentists, 
laboratory  technicians,  and  other  health  work- 
ers are  being  trained  this  year  to  meet  the 
health  needs  of  our  growing  population. 

— More  than  850  medical,  dental  and  nursing 
schools  have  enlarged  their  capacity  or  im- 
proved their  instruction. 

This  rate  of  progress  is  encouraging.  But  our  in- 
creasing population  and  the  demand  for  more  and 
better  health  care  swell  the  need  for  doctors,  health 
professionals  and  other  medical  workers. 

Yet  we  lack  the  capacity  to  train  today  those 
who  must  serve  us  tomorrow. 

To  train  more  health  workers  and  to  train  them 
better  and  faster,  I propose  the  Health  Manpower 
Act  of  1968. 

This  Act  will  extend  and  strengthen  five  vital 
measures  which  are  due  to  expire  in  June  1969: 

(1)  The  Health  Educational  Act  of  1963  will  be 
reinforced  to: 

— Provide  new  classrooms,  laboratories  and  li- 
braries needed  to  train  more  doctors  and  other 
health  professionals. 

— Authorize  new  operating  and  project  grants 
which  will  encourage  the  schools  to  expand 
their  enrollment,  improve  their  curricula,  and 
reduce  the  length  of  their  training. 

— Extend  financial  aid  to  thousands  of  students 
each  year. 

— Simplify  procedures  so  that  schools  can  obtain 
funds  for  joint  research-teaching-library  proj- 
ects through  one  application. 


(2)  The  Nurse  Training  Act  of  1964  will  be 
improved  to: 

— Strengthen  the  loan,  scholarship,  and  trainee- 
ship  program  so  that  nearly  50,000  nursing 
students  can  be  helped  through  school  in  the 
first  year  of  the  program. 

— Encourage  nursing  schools  to  expand  enroll- 
ment and  overcome  high  attrition  rates  by  re- 
vamping their  curricula  and  tailoring  their 
courses  to  the  needs  of  the  students. 

(3)  The  Health  Personnel  Training  Act  of  1966 
will  be  continued  to  speed  the  training  of  para- 
medical personnel  and  other  health  workers  by: 

— Constructing  new  classrooms. 

— Improving  the  quality  of  instruction. 

— Developing  new  curricula  and  methods  of 
training. 

(4)  The  Health  Research  Act  of  1965  will  be 
amended  to  permit  greater  emphasis  on  the  devel- 
opment of  research  facilities  meeting  critical  re- 
gional or  national  needs. 

(5)  The  Graduate  Health  Training  Act  of  1964 
will  be  extended  to  increase  the  number  of  skilled 
administrators  and  public  health  workers. 

I urge  the  Congress  to  appropriate  $290  million 
in  fiscal  1969  to  carry  forward  our  vital  health 
manpower  programs. 

(Com'inued  on  next  page) 
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This  effort  will  be  bolstered  by  the  Veterans  in 
Public  Service  Act.  which  I recently  proposed  to 
the  Congress.  Under  that  Act,  the  talents  of  the 
veteran  will  be  enlisted  for  service  to  his  commu- 
nity. For  those  who  return  to  meet  critical  health 
manpower  shortages,  there  will  be  special  benefits 
while  they  are  in  training  and  on  the  job. 

/ urge  the  Congress  to  launch  this  program 
promptly  so  that  we  can  bring  the  skills  and  ex- 
perience of  the  veteran  to  bear  on  our  pressing 
health  needs. 

PARTNERSHIP  FOR  HEALTH 

In  1966  we  launched  the  Partnership  for  Health. 
Its  purpose  was  to  support  State  and  local  efforts 
to: 

— Identify  the  health  needs  of  each  State  and 
city. 

— Mobilize  the  resources  of  the  State  to  meet 
those  needs. 

—Determine  what  additional  resources,  facilities, 
equipment  and  manpower,  are  required. 

In  the  brief  period  since  its  enactment,  this  great 
Partnership  has  pioneered  in  the  expansion  of 
State  and  local  responsibility  for  the  health  of  our 
citizens. 

Every  State  and  many  communities  have  now- 
created  health,  planning  agencies  which  are  at  work 
developing  and  implementing  bold  new  health 
strategies.  This  planning,  tailored  to  the  special 
needs  of  each  State,  will  forge  Federal.  State  and 
local  efforts  into  an  effective  instrument  to  bring 
better  health  care  to  the  people. 

This  important  work  must  continue  — and  it 
must  be  expanded. 

I recommend  that  the  Congress  appropriate  $195 
million  for  the  Partnership  for  Health  in  fiscal 
1969,  an  increase  of  $35  million  over  fiscal  1968 
— an  increase  of  22  per  cent. 

THE  REGIONAL  MEDICAL  PROGRAM 

In  1966,  we  began  the  Regional  Medical  Pro- 
gram to  reduce  the  toll  of  death  and  disability  from 
heart  disease,  cancer,  stroke  and  related  illnesses. 
Its  purpose  is  to  translate  research  into  action,  so 
all  the  people  of  our  Nation  can  benefit  as  rapidly 
as  possible  from  the  achievements  of  modern  med- 
icine. 

Fifty-four  regions,  spanning  the  nation,  have  be- 
gun planning.  Eight  regions  have  already  begun 
action  programs.  Most  of  the  others  will  start  by 
the  end  of  the  year. 

These  programs  are  concentrating  regional  re- 
sources and  developing  more  effective  ways  to  at- 
tack the  three  chief  killers  in  this  country.  Thou- 
sands of  Americans  stricken  by  heart  disease,  can- 
cer or  stroke  are  already  receiving  better  care. 

But  these  threats  to  our  health  and  vitality  re- 
main stubborn  and  unyielding. 


I recommend  that  the  Congress  extend  the  Re- 
gional Medical  Program  and  increase  — by  almost 
100  per  cent  — to  $100  million  the  funds  available 
for  the  program  in  fiscal  1969. 

CONTROLLING  COSTS  OF  HEALTH  CARE 

Virtually  every  family  feels  the  burden  of  rising 
costs  of  medical  care. 

Thousands  of  Americans  today  are  not  getting 
urgently  needed  medical  care  because  they  cannot 
afford  it. 

Others  pay  for  it  only  by  giving  up  necessities, 
postponing  a long-held  dream,  or  mortgaging  their 
futures. 

The  outlook  is  sobering.  It  has  been  estimated 
that  between  1965  and  1975,  the  cost  of  living  will 
increase  by  more  than  20  per  cent.  But  the  cost 
of  health  care  will  increase  by  nearly  140  per  cent 
by  1975: 

— Average  payments  per  person  will  nearly  dou- 
ble, from  about  $200  a year  to  some  $400  a 
year. 

— Drug  payments  will  rise  by  65  per  cent. 

— Dental  bills  will  increase  100  per  cent. 

— Doctors"  bills  will  climb  160  per  cent. 

— Payments  for  general  hospital  services  will 
jump  250  per  cent. 

Part  of  these  increases  will  be  for  expanded  and 
improved  health  services.  But  a large  part  of  the 
increase  will  be  unnecessary  - — a rise  which  can  be 
prevented. 

Last  year  I appointed  a Commission  of  distin- 
guished citizens  — physicians,  hospital  officials, 
teachers,  business  executives,  and  other  leaders  — 
to  make  a comprehensive  study  of  health  manpower 
and  medical  care. 

The  Commission,  which  reported  in  November, 
cited  three  major  deficiencies  in  present  practices 
which  contribute  to  unacceptable  increases  in  med- 
ical costs: 

— Most  health  insurance  plans  encourage  doc- 
tors and  patients  to  choose  hospitalization 
even  when  other,  less  costly,  forms  of  care 
would  be  equally  effective. 

— Health  professions  are  generally  paid  in  pro- 
portion to  the  amount  of  service  they  render. 
There  are  no  strong  economic  incentives  to 
encourage  them  to  avoid  providing  care  that 
is  unnecessary. 

—Hospitals  charge  on  a cost  basis,  which  places 
no  penalty  on  inefficient  operations.  More- 
over, present  systems  of  hospital  management 
make  it  very  difficult  to  maintain  effective 
control  over  hospital  costs. 

The  Commission  concluded: 

If  the  needs  for  health  care  are  to  be  met,  the 
health  care  system  must  be  organized  to  employ 
(Continued  on  Page  321) 
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b.i.d. 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  consider 
DECLOMYCIN  300  mg  b.i.d. 

The  maintenance  dosage  of  DECLOMYCIN 
300  mg  can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

In  clinical  practice,  blood  levels  produced  by  a 
therapeutic  dose  of  DECLOMYCIN  are  high, 
prolonged,  and  effective,  because  of  high  serum 
binding  and  slow  renal  clearance. 

DECLOMYCIIV 

DEMETHYLCHLORTETKACYCLINE 


Prescribing  information  on  next  page. 


DECI  jOMYCIN 

DEMETHVLOILORTETRACTCLIXE 


b.i.d. 


DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracyeline. 

W arning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and.  if 
therapy  is  prolonged,  serum  level  determinations  maybe 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsuseeptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects— Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney— rise  in  BUN. 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 


In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Gm  given  in  equally  divided  doses  over  a period  of  10  to  15  days 
should  be  followed.  Close  follow  up  observation  of  the  patient  is 
recommended,  including  appropriate  laboratory  tests,  since  demethyl- 
chlortetracycline  has  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Spinal  fluid  examination  should  be  included  as  part  of  this 
follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  ef- 
fectively with  a single  dose  of  600-900  mg  of  DECLOMYCIN  De- 
methylchlortetracycline.  Individuals  unable  to  tolerate  large  single 
doses  due  to  gastrointestinal  side  effects  may  be  treated  with  150  mg 
every  6 hours  for  a minimum  of  4 doses  or  300  mg  every  12  hours  for 
a minimum  of  2 doses.  Females  should  be  treated  with  a dosage  of 
150  mg  every  6 hours  or  300  mg  every  12  hours  until  a cure  is  effected. 
Primary  Aty  pical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg  in  3 divided  doses  for  six  days. 


LEDERLE  LABORATORIES.  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occu: 
rence  of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whoir 
bone  growth  is  not  complete.  12.  T 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 
13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  whe 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  Th< 

following  adverse  reactions  have 
been  observed  in  patients  receivin 
oral  contraceptives:  nausea,  vomi 
ing,  gastrointestinal  symptoms  (s 
as  abdominal  cramps  and  bloating 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenoi 
rhea,  edema,  chloasma  or  melasm 
breast  changes  (tenderness,  enlar| 
ment  and  secretion),  change  in  w 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secre 
suppression  of  lactation  when  gh 
immediately  postpartum,  cholest; 
jaundice,  migraine,  rash  (allergic 
rise  in  blood  pressure  in  suscepti 
individuals,  mental  depression. 
Although  the  following  side  effec 
have  been  reported  in  users  of  ora 
contraceptives,  no  cause  and  effec 
relationship  has  been  established 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chai 
in  libido,  changes  in  appetite,  cyst 
like  syndrome,  headache,  nervous 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  n 
sum,  hemorrhagic  eruption,  itch 
The  following  occurrences  have  b 
observed  in  users  of  oral  contrace 
tives  (a  cause  and  effect  relations 
has  been  neither  established  nor 
proved) : thrombophlebitis,  pulmc 
embolism,  neuro-ocular  lesions. 
The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatii 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine 
decrease  in  T3  values),  metyrapor 
test,  pregnanediol  determination 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 
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Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments. which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possi- 
bility of  small  bowel  lesions 


foration)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths 
have  occurred.  Discontinue  enteric- 
coated  potassium  supplements 
immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or 
gastrointestinal  bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross  the 
placental  barrier  and  adverse  reac- 
tions which  may  occur  in  the  adult 
(thrombocytopenia,  hyperbilirubine- 


mia, altered  carbohydrate  metabo- 
lism, etc.)  are  potential  problems 
in  the  newborn. 

Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always  be 
initiated  cautiously  in  postsympa- 
thectomy patients  and  in  patients 
receiving  ganglionic  blocking 
agents  or  other  potent  antihyper- 
tensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 


may  potentiate  hypotension.  B 
cause  of  the  possibility  of  proc| 
sion  of  renal  damage,  periodic! 
determination  of  the  BUN  is  in  * 
cated.  Discontinue  if  the  BUN  I 
or  liver  dysfunction  is  aggraval.;-. 
Hepatic  coma  may  be  precipitii 
Electrolyte  imbalance,  sodiumk: 
or  potassium  depletion  may  ocrt 
If  potassium  depletion  should  | 
cur  during  therapy,  Hygroton  s* : 
be  discontinued  and  potassiunl 
supplements  given,  provided  til- 


Did 

Dorothy  Larson 
show  you 
her  ankles  in 
private? 


Your  office  examination 
confirmed  Mrs.  Larson’s 
ankle  edema. 

You  prescribed  Hygroton 
to  get  rid  of  the  edema. 

Andyoufoundthat  Hygroton 
is  not  only  usually  effective; 
it  frequently  costs  less  than 
other  equivalent  therapy. 

A nice  way  to  treat  the  Mrs. 
Larsons  in  your  practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
And  you  can’t  prescribe 
it  for  patients  with  hyper- 
sensitivity to  the  drug  or 
severe  renal  or  hepatic 
diseases.  Before  writing  it 
for  your  patients,  please 
check  the  prescribing 
information.  It’s  summa- 
rized below. 


lit  does  not  have  marked  oli- 

special  care  in  cirrhosis  or 
!s  ischemic  heart  disease  and 
ients  receiving  corticoste- 
ACTH,  or  digitalis.  Salt  re- 
ion is  not  recommended, 
se  Reactions:  Nausea,  gastric 
ion,  vomiting,  anorexia,  con- 
lion  and  cramping,  dizziness, 
less,  restlessness,  hypergly- 
, hyperuricemia,  headache, 
e cramps,  orthostatic  hypo- 


tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  Information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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JUDGE  ANTIBIOTIC  JOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


HEALTH  MESSAGE  OF  PRESIDENT 

('Continued  from  Page  318) 

its  resources  with  more  wisdom  and  effectiveness. 
The  two  areas  which  appear  to  offer  the  greatest 
potential  for  improvement  are  ( 1 ) reducing  unne- 
cessary (or  unnecessarily  expensive)  medical  care 
and  (2)  increasing  efficiency  in  the  provision  of 
hospital  care. 

It  will  not  be  easy  to  carry  out  this  recommenda- 
tion. 

But  unless  we  do  — unless  we  act  now  — health 
care  will  not  improve  as  fast  as  it  should. 

Congress  has  recognized  this  problem  of  rising 
medical  costs.  Late  last  year  it  authorized  the 
Secretary  of  Health,  Education,  and  Welfare  to 
test  different  types  of  payment  systems  under  Med- 
icare, Medicaid,  and  the  Maternal  and  Child  Health 
programs. 

I have  directed  the  Secretary  of  Health,  Educa- 
tion and  Welfare  to  begin  immediately  extensive 
tests  of  incentives  designed  to  reduce  the  cost  of 
Medical  Care: 

First,  we  must  explore  ways  to  prevent  un- 
necessary hospitalization.  Our  experience  in  Med- 
icare can  serve  as  a guideline.  L-nder  that  plan, 
hospital  stays  are  limited  to  periods  which  are 
clearly  necessary,  and  payments  are  provided  for 
other  less  expensive  types  of  care  which  serve  the 
patient  equally  well:  outpatient  clinic  service, 
home  treatment,  nursing  home  care.  We  can  also 
draw  on  the  experience  of  new  private  prepaid 
comprehensive  plans  featuring  incentives  designed 
to  reduce  unnecessary  hospitalization. 

Second,  we  must  test  incentives  designed  to 
control  the  cost  of  hospital  care  itself.  The  Health 
Manpower  Commission  reported  that  costs  among 
some  of  the  Nation’s  best  hospitals  vary  by  as 
much  as  100  per  cent,  without  significant  dif- 
ferences in  quality  or  scope  of  services.  This 
shows  that  savings  in  hospital  costs  can  be 
achieved.  We  must  find  ways  to  encourage  ef- 
ficiency and  penalize  waste. 

These  tests  will  call  for  the  cooperation  of  doc- 
tors, hospitals  and  insurance  companies. 

They  will  be  the  pioneer  efforts.  If  they  are  suc- 
cessful — and  they  can  be  applied  on  a broad  basis 
— they  will  hold  much  promise  for  the  American 
people. 

/ recommend  that  the  Congress  authorize  the 
Secretary  of  Health,  Education  and  Welfare,  under 
Medicare,  Medicaid,  and  the  Maternal  and  Child 
Health  programs,  to  employ  new  methods  of  pay- 
ment as  they  prove  effective  in  providing  high 
quality  medical  care  more  efficiently  and  at  lower 
cost. 

It  is  appropriate  that  the  Government  — which 
pays  more  than  20  per  cent  of  the  nation’s  medical 


bill  — take  the  lead  in  stemming  soaring  medical 
care  costs. 

But  this  can  be  only  part  of  the  effort.  Ultimate 
success  will  depend  on  the  ingenuity  of  our  health 
profession  and  institutions,  and  the  insurance  sys- 
tems allied  with  them. 

The  rewards  of  success  — and  the  penalties  of 
inaction  — demand  a dedicated  effort  by  all.  Un- 
less the  cost  spiral  is  stopped,  the  Nation’s  health 
bill  could  reach  a staggering  $100  billion  by  1975. 
The  cost  of  providing  adequate  medical  care  to  a 
family  could  double. 

THE  COST  OF  DRUGS 

Beyond  this,  we  must  make  certain  that  the 
American  taxpayer  does  not  pay  needlessly  high 
and  exorbitant  prices  for  prescription  drugs  used 
in  Federally-supported  programs. 

Recent  surveys  have  shown,  for  instance,  that  12 
drugs  of  the  same  type  range  in  retail  price  from 
$1.25  to  $11  for  30  tablets.  The  taxpayer  should 
not  be  forced  to  pay  $11  if  the  $1.25  drug  is  equal- 
ly effective.  To  do  this  would  permit  robbery  of 
private  citizens  with  public  approval. 

I recommend  that  the  Congress  authorize  the 
Secretary  of  Health,  Education,  and  Welfare  to  es- 
tablish a reasonble  cost  range  to  govern  reimburse- 
ment for  drugs  now  provided  under  Medicare,  Med- 
icaid and  the  Maternal  and  Child  Health  programs. 

This  payment  method  will  apply  in  all  parts  of 
these  programs,  except  in  those  cases  where  hos- 
pitals and  other  health  care  institutions  have  es- 
tablished effective  and  reliable  systems  for  cost  and 
quality  control. 

The  physician  will  be  free  to  select  more  expen- 
sive drugs  of  the  same  quality  and  effectiveness,  if 
he  chooses,  but  reimbursement  will  be  limited  to 
the  payment  range  established  by  the  Secretary. 

TO  PROTECT  THE  AMERICAN  PATIENT 

The  wide  array  of  medication  available  to  the 
American  patient  is  a tribute  to  modern  science. 

But  the  very  abundance  of  drugs  creates  prob- 
lems. 

In  our  society,  we  normally  demand  that  the  con- 
sumer be  given  sufficient  information  to  make 
choice  between  products.  But  when  the  consumer 
is  a patient,  he  must  rely  exclusively  on  his  doc- 
tor’s choice  of  the  drug  that  can  best  treat  his 
condition. 

Yet  the  doctor  is  not  always  in  a position  to 
make  a fully  informed  judgment.  He  has  no  com- 
plete, readily  available  source  of  information  about 
the  thousands  of  drugs  available. 

He  must  nonetheless  make  a decision  affecting 
the  health,  and  perhaps  the  life,  of  his  patient. 

To  make  sure  that  doctors  have  accurate,  reliable 
and  complete  information  on  the  drugs  which  are 
available,  I recommend  that  the  Congress  authorize 
('Continued  on  Page  348) 
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The  1967  Caleb  Fiske  Prize  Essay  — 

THE  CHALLENGE  OF  OBSTETRIC  ANESTHESIA 


Inadequate  numbers  of  Trained 
Anesthesia  Personnel  Biggest  Prob- 
lem for  the  Future. 

Obstetric  anesthesia  is  not  a challenge;  it  is  many 
challenges,  as  it  has  been  for  hundreds  of  years  in 
all  parts  of  the  world.  Until  very  recently  effective 
and  controllable  agents  and  methods  of  pain  relief 
were  not  available;  this  general  void  was  accom- 
panied by  concentrated  neglect  of  the  parturient. 
With  the  advent  of  the  modern  era  of  surgical 
anesthesia,  application  of  this  innovation  was 
promptly  expanded  to  benefit  the  mother,  writh 
more  than  a little  resistance  on  medical,  sociologic, 
and  moral  grounds.  Obstetric  analgesic  and  anes- 
thetic techniques  were  finally  accepted  as  part  of 
our  armamentarium  after  years  of  heated  and  di- 
verse controversies.  Methodical  studies  then  fol- 
lowed in  an  attempt  to  document  the  salutary  and 
deleterious  effects  of  our  efforts  on  the  mother  and 
newborn. 

A discovery  can  succeed  only  when  advances  in 
techniques  and  changes  in  cultural  factors  combine 
in  a favorable  environment.  Although  information 
is  meager,  in  all  likelihood  man  has  tried  through- 
out history  to  alleviate  pain  with  witchcraft,  herbs, 
or  chemicals.  Woman,  with  her  additional  burden 
of  labor,  has  tried  also,  though  her  efforts  were 
not  always  treated  kindly. 

HISTORICAL  ASPECTS 

When  Eufame  MacAlyne  sought  relief  from  her 
labor  pains  in  1591,  she  was  buried  alive  for  her 
misdemeanor.  The  years  ahead  brought  more  com- 
passion, but  hardly  more  reliable  results.  In  1677 
a Massachusetts  colonist  proposed  a prescription 
that  involved,  among  other  things,  a lock  of  vir- 
gin's hair  and  12  ant  eggs.3  By  1800  more  physio- 
logic efforts  were  made,  and  a medical  student  at 
the  University  of  Pennsylvania  proposed  copious 
bloodletting  as  an  aid  to  obtund  sensorium  and 
achieve  muscular  relaxation.  This  effective  but 
somewhat  hazardous  approach  was  expounded  in  a 
number  of  published  medical  articles  during  ensu- 
ing years. 


OTTO  C.  PHILLIPS,  M.D.,  of  Pittsburgh,  Penn- 
sylvania. Director,  Division  of  Anesthesiology, 
The  Western  Pennsylvania  Hospital,  Pittsburgh. 


William  T.  G.  Morton’s  successful  demonstration 
of  surgical  anesthesia  with  ether  on  October  16, 
1846  led  to  almost  immediate  acceptance  in  this 
country  and  across  the  ocean  in  Britain.  In  little 
more  than  three  months,  on  January  19,  1847,  Sir 
James  Y.  Simpson  administered  ether  to  an  ob- 
stetric patient  in  Scotland;  its  first  recorded  use 
in  obstetrics  in  this  country  was  by  a dentist,  Na- 
than Keep,  on  April  14,  1847.  Doctor  Walter  Chan- 
ning,  professor  of  obstetrics  at  the  Harvard  Medical 
School,  became  the  champion  of  ether  anesthesia 
for  obstetrics  in  this  country,  and  his  influence  was 
to  continue  for  some  time.  Simpson,  however,  began 
seeking  a better  obstetric  anesthetic  agent,  and  on 
November  8,  1847  he  first  introduced  chloroform 
into  obstetric  practice.  He  thenceforth  carried  the 
banner  for  obstetric  anesthesia  in  Britain  and  was 
soon  one  of  the  leading  exponents  of  the  use  of 
chloroform  for  labor  and  delivery. 

The  Medical  Profession.  Despite  this  rigorous 
inaugural,  there  was  nonetheless  appreciable  re- 
sistance to  artificial  methods  of  pain  relief  in  ob- 
stetrics, and  the  first  challenge  and  greatest  threat 
came  from  within  the  ranks  of  the  medical  profes- 
sion itself.  On  May  14,  1853  Thomas  Wakley,  the 
founder  and  first  editor  of  the  journal  Lancet,  wrote 
concerning  the  confinement  of  Queen  Victoria  five 
weeks  previously: 

‘‘Intense  astonishment  has  been  excited 
throughout  the  profession  by  the  rumour  that 
her  Majesty  during  her  last  labour  was  placed 
under  the  influence  of  chloroform,  an  agent  that 
has  caused  instantaneous  death  in  a considerable 
number  of  cases.  Doubts  on  this  subject  cannot 
exist.  In  no  case  would  it  be  justifiable  to  ad- 
minister chloroform  in  perfectly  ordinary  labour; 
but  the  responsibility  of  advocating  such  a pro- 
ceeding in  the  case  of  the  Sovereign  of  this  realm, 
would  indeed,  be  tremendous.  On  inquiry,  there- 
(Com'inued  on  next  page) 
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fore,  we  were  not  at  all  surprised  to  learn  that 

in  her  late  confinement  the  Queen  was  not  ren- 
dered insensible  by  chloroform  or  by  any  other 

anasthetic  agent."17 

Other  documents  indicate  that  chloroform  was 
administered  to  the  Queen  by  John  Snow,  the 
first  full-time  physician  anesthesiologist.  It  has  been 
suggested  that  Wakley  was  deliberately  misled  by 
the  attending  physicians,  since  the  knowledge  of 
such  a revolutionary  and  hazardous  mode  of  man- 
agement would  have  evoked  stormy  criticism  among 
the  medical  profession.  Reactions  must  have  tem- 
pered somewhat  during  the  next  several  years,  how- 
ever. for  following  her  subsequent  confinement  the 
Lancet  reported  that  on  April  18,  1857  her  Majesty 
had  safely  delivered  a princess,  and  that  Doctor 
Snow  had  successfully  administered  chloroform  in- 
termittently over  a period  of  two  and  one-half 
hours.  Thus  obstetric  anesthesia  was  officially 
launched  and  announced  — in  Britain  — as  an 
acceptable  adjunct  to  the  tools  of  the  accoucheur 
and  as  an  aid  to  the  comfort  of  the  parturient. 

Endorsement  in  the  United  States  was  not  nearly 
so  graceful  and  prompt.  Doctor  C.  D.  Meigs  of 
Philadelphia  led  the  resistance  against  obstetric 
anesthesia,  pointing  out  that  the  pains  of  childbirth 
were  physiologic  and  an  intimate  part  of  the  birth 
process.  He  further  maintained  that  elimination  of 
pain  in  the  mother  was  a risk  to  both  her  health 
and  her  life.  Doctor  Francis  H.  Ramsbotham  sup- 
ported Meigs,  and  added  that  the  life  of  the  child 
as  well  as  that  of  the  mother  was  endangered  by 
anesthesia. 

Heated  debates  over  obstetric  anesthesia  con- 
tinued in  the  medical  literature  into  the  twentieth 
century,  although  the  chief  discussions  became  cen- 
tered more  and  more  on  the  relative  merits  of  the 
various  agents.  Boston,  of  course,  was  the  strong- 
hold for  ether.  New  Orleans  during  the  nineteenth 
century  was  one  of  the  leading  medical  centers  in 
the  South,  and  the  adoption  of  chloroform  there 
undoubtedly  contributed  to  its  widespread  use  in 
that  section  of  the  country.  Ether  had  a disagree- 
able odor,  induction  with  it  was  slow,  and  it  gave 
rise  to  greater  excitement  than  did  chloroform.  The 
latter  agent  was  pleasant  to  smell,  induction  was 
rapid,  and  the  course  of  anesthesia  was  smooth. 

Before  long,  however,  an  increasing  number  of 
deaths  attributed  directly  to  chloroform  began  to 
accumulate.  John  Snow  recognized  this  hazard  and 
also  the  greater  safety  of  ether,  but  nonetheless  he 
continued  to  use  chloroform.  He  established  the 
fact  that  no  greater  than  a 5 per  cent  vapor  could 
be  safely  inhaled,  and  in  his  skilled  hands  the  agent 
proved  perfectly  safe.  In  1881  Lyman,  in  his  text 
‘‘Artificial  Anaesthesia  and  Anaesthetics, ”8  declared 
that  chloroform  was  ‘‘the  obstetrical  anaesthetic 
par  excellence.” 


By  the  turn  of  the  century,  most  professional 
resistance  to  obstetric  anesthesia  had  been  over- 
come. and  some  type  of  anesthesia  was  available 
to  every  parturient  under  a physician’s  care.  Less 
certain  was  the  relief  available  to  the  thousands  of 
women  who  depended  upon  midwives.  The  debate 
over  the  merits  and  choice  of  anesthetic  agent  and 
technique  continued,  as  it  seems  destined  to  do  until 
the  beginning  of  another  century. 

Sociologic  Aspects.  In  the  middle  of  the  nine- 
teenth century  the  low  social  status  of  the  woman 
reinforced  existing  misinterpretations  of  the  degree 
of  pain  associated  with  childbirth.  Serious  questions 
were  raised,  not  only  as  to  the  advisability,  but  also 
as  to  the  actual  need  for  efforts  to  alleviate  any 
discomfort.  As  Lyman  stated: 

‘‘Really  normal  labor  is  not  a painful  process. 
The  use  of  anesthetics  in  such  labor  can  afford 
no  advantage  and  can  even  work  an  injury  to 
the  patient.  In  all  cases  of  normal  parturition 
the  employment  of  anesthetics  is  as  undesirable 
as  would  be  the  using  of  opiates  during  a period 
of  normal  menstruation.”8 

The  author  goes  on  to  point  out,  however,  that 
in  our  present  civilized  society,  the  majority  of 
mankind  are  living  under  quite  abnormal  condi- 
tions. This  modern  society  that  Lyman  referred  to 
existed  in  1881,  when  he  published  his  text.  He 
therefore  conceded  that  for  most  women  there  is 
underlying  discomfort  associated  with  labor,  and  in 
1967  we  agree  with  him. 

There  is  probably  no  society  in  which  women  do 
not  experience  some  degree  of  pain  in  childbirth.6 
In  almost  no  culture  is  there  not  some  attempt  to 
aid  the  mother  so  that  the  delivery  will  proceed 
smoothly.  In  primitive  societies  obstetrics  is  not 
considered  within  the  medical  sphere  except  for 
difficult  deliveries,  and  this  concept  currently  is 
more  prevalent  in  Scandinavian  and  European  coun- 
tries than  in  the  United  States.  Even  so,  the  pain- 
relieving  qualities  of  narcotic  substances  and  alco- 
hol have  been  known  and  used  for  centuries  to  ease 
and  hasten  delivery. 

As  cited  above,  it  has  been  suggested  that  primi- 
tive peoples  are  less  sensitive  to  pain  than  are  their 
civilized  counterparts.  Many  factors  are  involved, 
and  pain  is  difficult  to  compare  in  a “raw”  form 
from  one  culture  to  another.  In  many  societies  sto- 
icism and  forbearance  in  the  presence  of  pain  are 
highly  valued,  so  that  it  is  praiseworthy  and  a mat- 
ter of  honor  to  respond  with  minimal  expression.  In 
addition  manifestations  of  pain  have  been  inter- 
preted as  a request  for  help  from  another  person, 
and  such  a request  might  only  increase  indiffer- 
ence and  hostility.  Furthermore,  most  mothers  in 
these  societies  have  the  knowledge  that  there  are 
few  if  any  techniques  that  could  actually  relieve 
their  pain;  overt  complaints  are  thus  more  likely 
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to  elicit  criticism  than  benefits.  Suffice  it  to  say 
that  the  process  of  human  parturition  throughout 
the  world  and  throughout  history  has  been  associ- 
ated with  pain,  the  relief  of  which  is  universally 
welcomed  by  the  bearer. 

The  Clergy.  Although  the  clergy  never  offered 
a serious  threat  to  anesthesia  on  religious  grounds, 
individual  ministers  continued  to  preach  against 
the  practice  until  the  end  of  the  nineteenth  century, 
though  only  a few  devout  women  held  any  grave 
misgivings.  The  Reverend  Henry  Hayman  re- 
nounced anesthesia  on  the  grounds  that  birth  pangs 
provided  a physical  basis  for  maternal  love  and 
helped  cement  more  closely  conjugal  affection. 
Others  comforted  the  qualms  of  the  religious  wom- 
an and  assured  her  that  anesthesia  is  completely 
moral.  They  proposed  that  she  ‘‘take  her  chloro- 
form, and  thank  God  for  sending  it.” 

Despite  the  sniping  by  the  clergy  and  the  more 
serious  controversy  on  the  part  of  the  medical  pro- 
fession, one  group  indicated  immediate  acceptance 
with  few  reservations,  namely,  the  patients.  Doctor 
John  G.  Metcalf,  reporting  in  1856  on  the  reac- 
tions of  his  patients,  commented:  “In  every  case 
if  I am  called  to  a succeeding  labor,  the  first  ques- 
tion has  been  'Have  you  brought  the  chloroform?’  ” 
Several  years  later,  another  physician  stated  that 
there  was  only  one  universal  cry,  namely,  “Give 
me  more.”  A century  later  the  same  chorus  of  cries 
from  the  obstetric  public  has  grown  to  exert  a tre- 
mendous effect  on  obstetric  practice. 

We  now  enter  an  era  when  American  women  not 
only  expect  but  demand  pain  relief  during  labor 
and  delivery.  Whether  it  is  safe  to  themselves  or  to 
their  babies  they  seldom  question,  nor,  too  infre- 
quently, do  their  attendants.  Properly  administered 
anesthesia  offers  personal  comfort  and  is  part  of 
modern  obstetric  practice.  Although  a live,  healthy 
baby  can  result  from  delivery  conducted  without 
anesthesia,  this  alternative  begs  the  question.  Prop- 
erly chosen  analgesic  drugs  may  aid  the  course  of 
labor,  just  as  a proper  anesthesia  can  make  it  pos- 
sible to  accomplish  a difficult  delivery  with  safety. 

MORTALITY  AND  MORBIDITY 

The  Mother.  Our  efforts,  however,  are  not  with- 
out mishap.  Community  anesthesia  and  obstetric 
mortality  surveys,11  12  14  in  addition  to  clinical  and 
laboratory  studies,  have  helped  us  document  the 
problems  resulting  from  our  anesthetic  ventures.  In 
an  experience  of  over  1,200,000  live  births  during 
a 20-year  period  in  Baltimore,  Maryland  and  in 
Massachusetts,  one  out  of  every  15,000  parturients 
was  lost  as  a result  of  anesthesia.10  Each  of  these 
deaths  could  have  been  prevented  through  adher- 
ence to  fundamental  tenets  of  safe  anesthesia. 
Deaths  have  occurred  with  all  agents  and  with  all 
techniques  used  for  obstetric  anesthesia.  Leading 


causes  in  the  past  have  been  aspiration  of  vomitus 
and  cardiovascular  collapse  following  major  con- 
duction techniques  such  as  spinal  anesthesia. 

Based  upon  a review  of  2,500,000  live  births, 
Merrill  and  Hingson  estimated  that  there  are  about 
100  maternal  deaths  in  the  United  States  each  year 
from  the  aspiration  of  vomitus  alone: 9 about  two- 
thirds  of  these  are  associated  with  ether  anesthesia. 

(Continued  on  next  page) 

1967  FISKE  ESSAYIST 
Dr.  Otto  C.  Phillips,  chief  of  the  division 
of  anesthesia  at  the  Western  Pennsylvania 
Hospital  in  Pittsburgh,  was  named  as  the 
winner  of  the  1967  Caleb  Fiske  Medical 
Essay  contest  conducted  by  the  Rhode  Island 
Medical  Society.  Announcement  of  the  $500 
award  to  Doctor  Phillips  for  his  essay  on 
"The  Challenge  of  Obstetric  Anesthesia" 
was  made  by  Dr.  Stanley  D.  Davies,  Presi- 
dent of  the  State  Medical  Society  and  chair- 
man of  the  trustees  of  the  Fiske  Fund. 

The  Fiske  essay  competition  is  considered 
the  oldest  such  contest  in  America,  and  it 
was  initiated  through  a bequest  by  Dr. 
Caleb  Fiske  to  the  Rhode  Island  Medical 
Society  in  1834.  Doctor  Fiske,  who  practiced 
and  lived  in  Scituate,  was  the  fourth  Presi- 
dent of  the  State  Medical  Society,  serving 
from  1818  through  1823.  The  Fund  and  the 
competition  are  under  the  supervision  of 
three  physician  trustees  who  currently  are 
Drs.  Davies,  John  J.  Cunningham  of  Paw- 
tucket, President-Elect,  and  F.  Bruno  Agnelli 
of  Westerly,  Vice  President.  Since  the  start 
of  the  world-wide  competition  prizes  have 
been  awarded  81  times,  and  on  eleven 
occasions  dual  winners  have  been  chosen. 

Doctor  Phillips  is  a native  of  Baltimore, 
a graduate  of  the  Johns  Hopkins  University 
and  the  medical  school  of  the  University 
of  Maryland.  He  was  a fellow  in  anesthesia 
at  the  Lahey  Clinic  in  Boston  for  two  years 
prior  to  establishing  private  practice  in  his 
specialty  in  Baltimore.  He  was  assistant  pro- 
fessor of  clinical  anesthesia  at  the  University 
of  Maryland  school  of  medicine  from  1955 
to  1961,  when  he  moved  to  Pittsburgh  to 
become  professor  of  anesthesiology  at  the 
school  of  medicine  at  the  University  of  Pitts- 
burgh. Until  1967  he  was  chief  of  anes- 
thesia at  the  Magee-Women's  Hospital,  and 
in  November  of  last  year  he  became  chief 
of  the  department  at  Western  Pennsylvania 
Hospital,  a post  he  currently  holds.  He  has 
written  extensively  on  the  subject  of  anes- 
thesia for  national,  regional  and  state  med- 
ical publications. 
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In  another  review  of  1.000  deaths  associated  with 
anesthesia.  Edwards  reported  that  more  than  50 
per  cent  of  all  the  obstetric  anesthesia  mishaps  were 
due  to  aspiration  of  vomitus.4  LaSalvia  noted  that 
40  per  cent  of  obstetric  patients  vomited  during 
or  immediately  following  inhalation  anesthesia.7 
Pregnancy  alone  had  little  or  no  effect  on  the  emp- 
tying time  of  the  stomach.  Sedation,  however,  de- 
creased motility,  and  sedation  during  labor  caused 
a 20  to  43  per  cent  reduction  in  gastric  emptying 
at  the  end  of  three  hours.  In  over  half  the  patients 
sedated  during  labor,  a fluid  level  was  found  in  the 
stomach  five  to  eleven  hours  after  ingestion  of  a 
test  meal.  Regardless  of  the  interval  after  a meal, 
gastric  juices  can  collect  when  labor  and  fasting 
are  prolonged,  and  these  can  be  vomited  and  re- 
gurgitated during  anesthesia,  causing  a chemical 
pneumonitis.  Few  patients  in  active  labor  can  be 
trusted  to  have  an  empty  stomach. 

Death  associated  with  spinal  or  epidural  anes- 
thesia is  usually  due  to  hypotension  associated  with 
sympathetic  blockade.  This  is  a physiologic  response 
to  spinal  anesthesia,  and  should  be  recognized  and 
treated  without  mishap.  Kennedy  has  noted  that, 
although  17.7  per  cent  of  obstetric  patients  became 
hypotensive  following  anesthesia,  this  derangement 
can  be  corrected  in  93.4  per  cent  of  the  cases  by 
displacement  of  the  uterus  to  the  left  to  relieve 
pressure  on  the  vena  cava.5  Many  maternal  deaths 
due  to  spinal  anesthesia  have  followed  gross  trans- 
gression of  safe  anesthetic  procedure.  Excessive 
doses  of  drugs  have  been  used,  being  restricted  pri- 
marily by  the  amount  of  drug  in  the  ampule.  Many 
additional  deaths  have  occurred  because  the  obste- 
trician has  given  the  spinal  anesthesia  and  then  left 
the  patient  unobserved  while  he  accomplished  the 
delivery.  Every  patient  receiving  any  kind  of  anes- 
thesia should  have  her  vital  signs  monitored  con- 
stantly, either  by  a member  of  the  anesthesia  de- 
partment or  by  some  delivery  room  personnel  who 
can  communicate  and  report  periodically  to  the 
obstetrician. 

The  Newborn.  The  newborn  is  not  simply  an 
innocent  bystander  during  our  humane  considera- 
tion and  care  of  the  mother  with  pain-relieving 
drugs.  All  drugs  used  for  the  relief  of  pain  and  for 
sedation  of  the  mother  cross  the  placenta  and  enter 
the  fetal  circulation.  When  analgesic  drugs  are  ad- 
ministered during  labor,  not  only  is  the  mean  res- 
piratory minute  volume  reduced,  but  in  addition  the 
respiratory  activity  falls  from  its  initial  level  and 
there  is  a seeming  “settling  down”  of  the  baby.16 
A further  drop  in  minute  volume  is  thus  observed 
during  the  first  several  hours  of  life.  Although 
drugs  given  during  labor  increase  the  incidence  of 
apnea  in  the  newborn  with  all  types  of  anesthetic 
regimes,  apnea  is  most  frequent  when  these  drugs 
are  followed  by  a general  anesthetic. 


Apgar  observed  that  the  newborn  depression  fol- 
lowing cyclopropane  anesthesia  was  significantly 
greater  than  that  following  conduction  anesthesia.1 
Taylor,  et  al,  further  noted  that  arterial  oxygen 
saturations  in  the  newborn  one  hour  after  delivery 
are  higher  with  regional  than  with  general  anes- 
thesia.18 Prvstowsky  reported  that  gas  oxygen-ether 
anesthesia,  prematurity,  and  an  obstetric  compli- 
cation are  a triad  of  factors  contributing  to  new- 
born apnea,  and  that  the  incluence  of  the  combina- 
tion of  these  is  more  than  additive.15  If  we  can 
avoid  general  anesthesia,  we  can  increase  by  one 
factor  the  likelihood  of  spontaneous  respiration. 

Recent  data  from  the  Collaborative  Study  of  the 
Newborn  suggest  that  there  is  an  association  be- 
tween Apgar  score,  anesthesia,  birth  weight,  and 
neurologic  deficit.19  There  is  a higher  rate  of  low 
Apgar  score  when  general  anesthesia  was  used,  as 
compared  to  conduction  anesthesia,  and  this  differ- 
ential is  more  marked  in  cesarean  section  deliveries. 
Low  birth  weight  is  also  an  important  factor.  With 
a low  birth  weight,  the  rate  of  neurologic  abnor- 
malities was  reported  as  20.8  per  cent  with  an 
Apgar  score  0-3.  13.6  per  cent  with  an  Apgar  4-6, 
and  6.2  per  cent  for  those  infants  with  a low  birth 
weight  and  an  Apgar  score  of  7-10.  There  are,  of 
course,  other  influencing  factors,  such  as  the  effect 
of  the  procedure,  risk,  and  also  the  selectivity  on 
the  part  of  clinicians  in  applying  different  anes- 
thetic managements.  An  increasing  number  of 
studies,  nonetheless,  suggest  that  general  anesthesia 
may  have  an  adverse  effect  on  the  vigor  of  the 
newborn. 

PERSONNEL 

The  matter  of  personnel  presents  one  of  the 
greatest  challenges  to  the  combined  specialties  of 
obstetrics  and  anesthesiology. 

In  1901,  48  per  cent  of  the  80,735  births  re- 
corded by  the  Department  of  Health  in  greater 
New  York  were  reported  by  midwives.3  Doctor 
Bedford  Brown  wrote  that  chloroform  in  this  era 
was  “most  often  administered  by  ignorant  nurses, 
husbands,  by-standers.  even  the  patients  themselves, 
and  not  infrequently  recklessly  and  injudicious- 
ly by  attending  physicians."  He  continued  that  “it 
is  wonderful  that  evil  results  are  so  rare";  and  we 
continue  to  marvel  today  at  the  hardiness  of  the 
female  species. 

The  obstetrician,  responsible  for  the  total  care 
of  the  obstetric  patient,  is  forced  to  wear  several 
hats.  First,  obviously,  he  is  solely  responsible  for 
the  obstetric  care,  and  at  present  there  are  not 
enough  obstetricians  to  attend  the  four  million 
births  that  occur  each  year  in  this  country.  In  ad- 
dition. in  22  per  cent  of  the  hospitals  he  is  pri- 
marily responsible  for  the  anesthesia.13  Finally,  in 
in  67.4  per  cent  of  the  hospitals  he  is  also  respon- 
sible for  resuscitation  of  the  newborn.  When  prob- 
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lems  develop  simultaneously  in  several  of  these 
areas,  he  must  compromise  the  attention  he  can 
give  any  one.  Adequate  care  can  be  given  in  all 
areas  only  with  an  adequate  force  of  personnel. 

What  is  the  likelihood  of  anesthesiologists  assum- 
ing the  total  responsibility  for  obstetric  anesthesia? 
On  the  table  we  note  that  in  1965  there  were  about 
11,600,000  surgical  anesthesias  and  3,000.000  ob- 
stetric anesthesias  (estimating  that  anesthesia  is 
given  for  three-fourths  of  the  deliveries).  Less  than 
one-half  million  of  these  obstetric  anesthesias  were 
given  by  anesthesiologists.  Surgical  and  obstetric 
needs  thus  amounted  to  14,600,000  anesthesias  to 
be  administered  by  our  task  force. 

As  of  December  31,  1966  there  were  6,545  active 
members  of  the  American  Society  of  Anesthesiolo- 
gists. These  physicians  might  take  care  of  all  the 
hospital  anesthesia  in  the  country  if  each  were  to 
administer  2,230  anesthesias  per  year,  about  twice 
a reasonable  demand.  Since  each  year  there  is  an 
increasing  number  of  anesthesiologists  devoting  time 
to  teaching,  research,  and  other  non-clinical  ac- 
tivities, the  demand  on  the  practicing  anesthesiolo- 
gist is  even  greater.  Thus,  it  must  be  obvious  that 
for  many  years  to  come  personnel  other  than  anes- 
thesiologists will  be  needed  to  help  to  take  care  of 
the  country’s  increasing  anesthetic  needs  — in  par- 
ticular, the  three  million  obstetric  anesthesias. 

Presently,  anesthesiologists  assume  reponsibility 
for  anesthesia  for  vaginal  deliveries  in  only  13.7 
per  cent  of  the  hopitals,  though  this  participation 
increases  to  39.4  per  cent  for  cesarean  sections.13 
Nurse  anesthetists  take  care  of  anesthesia  for  va- 
ginal delivery  in  30.9  per  cent  of  the  hospitals  and 
for  cesarian  section  in  32.8  per  cent.  Non-medical 
personnel  give  the  anesthesia  for  vaginal  delivery 
in  27.4  per  cent  of  the  hospitals,  and  in  20.3  per 
cent  these  other  personnel  also  give  the  anesthesia 
for  cesarean  section.  “Other”  personnel  includes 
delivery  room  nurses,  medical  students,  nurses’ 
aides,  and  assorted  categories  of  persons  who  might 
be  found  around  a delivery  suite. 

As  might  be  anticipated,  spinal  and  other  re- 
gional techniques  are  handled  predominantly  by 
physicians  — anesthesiologists  and  obstetricians. 
Inhalation  anesthesia,  the  principal  technique  for 
vaginal  delivery  in  62  per  cent  of  the  hospitals  in 
the  country,  is  managed  predominantly  by  nurse 
anesthetists  (40.2  per  cent)  and  “other”  personnel 
(30.3  per  cent),  this  amounting  to  70.5  per  cent 
by  non-physician  personnel.  It  might  seem,  there- 
fore, a paradox  that  although  aspiration  of  vomitus 
is  the  most  frequent  single  cause  of  obstetric  mor- 
tality, and  although  inhalation  anesthesia  is  the 
most  common  approach  to  the  relief  of  pain  in 
obstetrics,  yet  those  anesthetics  most  likely  to  lead 
to  this  complication  are  delegated  primarily  to 
nurse  anesthetists  and  to  non-specialized  personnel. 


TABLE  1 

ANESTHESIA  MANPOWER  — U.S. 

Surgical  Anesthesias  (1965)  11,600,000 

Obstetric  Anesthesias  (1965)  3,000,000 

by  Anesthesiologists  (1 3.79t)  411,000 
Total  Anesthesias  14,600,000 

Active  ASA  Members  (12/31/66)  6,545 

2,230  Anesthesias/Anesthesiologist/Year 

One  of  the  factors  accentuating  the  shortage  of 
manpower  in  the  field  of  obstetric  anesthesia  is  a 
disproportionately  high  investment  in  the  develop- 
ment of  the  seemingly  more  glamorous  activities: 
heart-lung  machines,  artificial  kidneys,  and  exten- 
sive electronic  monitoring  for  salvage  and  rehabili- 
tation of  the  aged  and  deformed  population  with 
the  lowest  potential  yield  to  society.  As  has  been 
stated  by  Doctor  Allan  C.  Barnes,  Professor  of  Ob- 
stetrics and  Gynecology  at  the  Johns  Hopkins  LTni- 
versity: 

“In  the  hospital,  the  removal  of  a brain  tumor 
in  an  elderly  patient  calls  for  a surgeon  with  two 
assistants,  scrub  nurse,  and  two  circulating 
nurses,  and  an  anesthetist  and  an  assistant.  The 
patient's  prognosis  is  about  18  months  and  the 
hospital  investment  is  tremendous. 

In  contrast,  the  birth  of  a new  baby  at  4:00 
a.m.  is  more  often  attended  by  one  physician,  no 
scrub  nurse,  one  circulating  nurse,  and  inade- 
quate or  haphazard  anesthesia  coverage. 

As  a profession  we  seem  to  be  committed  to 
the  fallacy  that  to  be  interesting  one  has  to  be 
an  adult,  fully  developed,  and  preferably  de- 
generating.”2 

SUMMARY 

Obstetric  anesthesia  presents  many  challenges. 
The  first  to  be  faced  was  the  lack  of  reliable  agents 
and  techniques  to  offer  adequate  pain  relief;  this 
challenge  was  overcome  with  the  demonstration  of 
satisfactory  anesthesia  with  ether  and  with  the 
agents  that  followed.  After  many  years  of  contro- 
versy, patients  and  their  physicians  overcame  the 
resistance  to  obstetric  anesthesia  based  on  medical, 
sociologic,  and  religious  grounds.  Challenges  still 
remain,  since  mothers  and  newborns  continue  to  be 
lost  or  damaged  through  the  use  of  anesthesia.  Ef- 
forts to  identify  and  answer  the  problems  are  being 
made  through  clinical,  laboratory,  and  community 
studies.  No  amount  of  meaningful  information  is 
of  value,  however,  without  skilled  persons  to  im- 
plement its  utilization.  Inadequate  numbers  of 
trained  anesthetic  personnel,  therefore,  remains  the 
biggest  problem  of  obstetric  anesthesia  for  the  fu- 
ture. Obstetricians,  anesthesiologists,  and  patients 
will  help  determine  how  this  challenge  will  be  met. 
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Case  Report— 

SPONTANEOUS  RUPTURE  OF  SPLEEN 
AND  PLEURAL  EFFUSION 
COMPLICATING  PANCREATITIS 


Unusual  Complications  Probably 
Caused  by  Peptic  Digestion  of 
Splenic  Hilum. 

INTRODUCTION 

In  1955  Byrd  and  Couch1  first  reported  a case  of 
spontaneous  rupture  of  the  spleen  with  hemorrhagic 
left  pleural  effusion  following  pancreatitis.  A simi- 
lar case  was  reported  by  Labree.  et  al.2  in  1960. 

In  1961  two  other  cases  of  rupture  of  the  spleen 
associated  with  pancreatitis  were  reported  by  Gard- 
ner and  Preston.3  In  total  we  find  documented  in 
the  literature  four  cases  of  rupture  of  the  spleen  as- 
sociated with  pancreatitis  and  wish  to  add  a fifth 
case  and  discuss  probable  mechanism  for  rupture 
of  the  spleen  as  a complication  of  acute  pancreatitis. 

CASE  PRESENTATION 

A 33-year-old  white  male  was  admitted  to  St. 
Joseph's  Hospital  on  8-27-67  through  the  Accident 
Room  because  of  sudden  onset  of  acute  upper  ab- 
dominal pain  localized  to  the  left  upper  quadrant 
and  associated  with  fainting  and  dark  stools.  Sig- 
nificant facts  in  the  past  history  of  the  patient  were 
mild  attacks  of  epigastric  pain  over  the  past  four 
years,  but  never  severe  enough  to  seek  medical 
treatment.  He  also  admitted  to  heavy  alcoholic  in- 
take over  the  last  10  to  12  years.  He  is  a house 
painter  by  profession.  The  remainder  of  his  familial 
and  personal  history  were  not  remarkable. 

At  the  time  of  admission  he  was  in  acute  distress 
because  of  severe  pain,  and  his  mucous  membranes 
were  pale.  Blood  pressure  70  40.  pulse  80.  respira- 
tions 24. 

On  physical  examination  he  was  found  to  have 
marked  epigastric  tenderness.  The  liver  was  palpa- 
ble two  finger  breadths  below  the  costal  margin. 
A hemoglobin  test  in  the  accident  room  revealed 
7.6  gm.  per  cent,  and  hematocrit  was  23  per  cent. 
Serum  amylase  was  140.  (Normal  in  our  laboratory 
is  in  a range  70-130.) 

Course  in  the  hospital:  He  received  one  unit  of 
blood  upon  admission.  A repeat  hemoglobin  done 
four  hours  after  admission  was  6 gm.  with  a hema- 
tocrit of  19.  About  six  hours  later  physical  findings 
continued  to  show  a pale,  tense  male,  complaining 
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of  severe  epigastric  pain.  His  abdomen  continued 
to  show  mild  epigastric  tenderness  with  no  rebound 
tenderness  and  no  muscle  guarding.  However, 
the  abdomen  was  more  distended  than  upon  admis- 
sion. although  not  tympanitic.  It  was  noted  that 
the  superficial  veins  over  the  abdominal  walls 
seemed  more  prominent  than  the  venous  structures 
over  other  parts  of  his  body.  No  bowel  sounds  were 
heard.  It  did  appear  to  the  examiners  that  fluid  was 
present  in  the  peritoneal  cavity. 

A Levin  tube  was  inserted;  the  gastric  contents 
were  not  bloody.  On  rectal  examination  no  evidence 
of  melena  was  noted.  The  patient  received  four 
more  units  of  whole  blood  and  was  taken  to  the 
operating  room  approximately  ten  hours  after  his 
admission.  Surgery  was  decided  upon  because  of 
the  presence  of  intraperitoneal  fluid,  absence  of  vis- 
ible signs  of  gastrointestinal  hemorrhage,  and  de- 
velopment of  left  shoulder  pain.  A determined  ef- 
fort was  made  by  the  attending  physicians  to  elicit 
a history  of  trauma  to  the  anterior  abdominal  wall, 
but  trauma  was  strongly  denied  by  the  patient. 

On  exploration  the  peritoneal  cavity  was  found 
to  be  filled  with  blood  — approximately  five  to  six 
liters  were  estimated  in  the  aspirate.  Two  large 
clots  were  found  in  the  left  upper  quadrant  above 
the  spleen,  and  a longitudinal  tear  was  found  in  the 
spleen  extending  into  the  hilar  area.  The  tail  of  the 
pancreas  was  markedly  cystic,  distended,  and  en- 
larged. measuring  approximately  seven  to  eight 
centimeters  in  diameter,  and  pushing  upward  to- 
ward the  hilum  of  the  spleen.  The  buried  pancre- 
atic tissues  were  edematous,  but  not  hemorrhagic  in 
nature.  A splenectomy  was  performed. 

The  immediate  postoperative  course  was  stormy. 
The  patient  ran  an  elevated  temperatue  to  104  . 
There  were  decreased  breath  sounds  in  the  left 
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lower  lung  fields,  and  chest  x-ray  studies  suggested 
atelectasis  and  pleural  effusion.  The  serum  amylase 
on  the  second  hospital  day  was  reported  as  156, 
on  the  fourth  day  196,  and  on  the  fifth  day  200.  It 
remained  elevated  throughout  his  post  operative 
period,  gradually  returning  to  a level  of  around 
180  prior  to  discharge.  On  the  second  postoperative 
day  serum  calcium  was  reported  as  8 mg.  per  cent 
and  phosphorus  3.1.  Calcium  stayed  at  this  level 
throughout  his  postoperative  course.  He  was  treated 
vigorously  with  Levin  tube  drainage,  antibiotics, 
intravenous  calcium,  serum  albumin,  and  intra- 
muscular atropine.  On  the  fifth  postoperative  day 
an  episode  of  violent  hallucinations  occurred  for 
which  he  was  treated  with  paraldehyde  and  Thora- 
zine.® In  spite  of  the  persistent  high  serum  amylase, 
the  patient  did  not  complain  of  abdominal  pain. 
He  gradually  improved  so  that  he  was  well  enough 
to  be  discharged  on  9-26-67  and  followed  as  an 
outpatient.  Prior  to  discharge  chest  films  showed 
absence  of  atelectasis  and  considerable  clearing  of 
the  pleural  effusion.  The  pathologist  reported  evi- 
dence of  peptic  digestion  in  the  region  of  the  hilum 
affecting  the  splenic  vessels.  It  was  theorized  that 
this  peptic  digestion  may  have  been  a factor  in 
causing  the  splenic  hemorrhage. 

CONCLUSIONS 

In  the  literature  a variety  of  mechanisms  that 
may  cause  spontaneous  splenic  rupture  are  de- 
scribed. Zuckerman  and  Jacobi4  in  193  7 pointed 
out  that,  due  to  unusual  mobility  of  the  spleen,  gas- 
tric contractions  might  serve  to  pull  the  spleen  into 
unusual  positions,  causing  passive  congestion  by  oc- 
clusion of  the  splenic  vein.  The  spleen  might  then 
rupture  from  the  resulting  enlargement,  congestion, 
or  infarction. 

It  is  also  theorized  that  as  an  aftermath  of  pan- 
creatitis, there  is  fibrous  fixation  and  friability  in 
the  region  of  the  splenic  hilum.  As  the  hilum  is 
fixed  into  position,  the  shearing  forces  of  the  ad- 
hesions make  the  spleen  more  liable  to  rupture 
with  minimal  trauma.  The  rupture  may  often  be 
delayed,  so  that  the  clinical  picture  is  more  con- 
fusing. 

In  previous  reports  of  rupture  of  the  spleen  witth 
associated  pancreatitis,  no  mention  was  made  of 
peptic  digestion  of  the  spleen  itself.  In  our  case 
the  pathologist  reported  unequivocally  that  there 
was  microscopic  evidence  of  peptic  digestion  in  the 
hilar  area  of  the  spleen.  We  believe  that  this  may 
have  been  a contributing  factor  in  the  spontaneous 
rupture  of  the  spleen. 
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Fig.  1.  Spleen:  Peptic  ulceration  of  hilum  with  typ- 
ical four  layered  base.  The  crater  is  filled  with  ne- 
crotic debris. 


Fig.  2 Organizing  thrombus  in  vein  of  the  base  of 
ulcer.  Note  similarity  with  vascular  changes  usually 
seen  associated  with  peptic  ulcers  of  stomach  or  du- 
odenum. 
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Case  Report— 

HERNIA  THROUGH  THE  FORAMEN 
OF  WINSLOW 


Well-Known  Type  of  Internal  Her- 
nia Is  Actually  of  Rare  Occurrence 

Hernia  through  the  foramen  of  Winslow  was  ex- 
tensively reviewed  in  a Collective  Review  by  John 
M.  Erskine  on  the  basis  of  90  patients  reported  in 
the  literature  up  to  19661  Recalling  that  I had  had 
a case  of  this  rare  condition.  I was  prompted  to 
place  the  record  of  this  patient  in  the  published 
literature.  I have  spoken  to  my  surgical  colleagues 
and  have  searched  the  records  of  the  Rhole  Island 
Hospital  without  obtaining  a lead  to  another  such 
case  in  these  parts. 

CASE  REPORT 

S.F.M.,  male,  aged  50.  Rhode  Island  Hospital 
-615506.  Admission  diagnosis  on  June  21.  1942 
at  7:05  P.M.  was  perforated  peptic  ulcer.  The  man 
was  discharged  on  July  3,  1942  in  good  condition. 
The  discharge  diagnosis  was  intestinal  obstruction 
due  to  hernia  into  the  lesser  omental  sac  through 
the  foramen  of  Winslow. 

History:  The  man  had  been  a mild  asthmatic 
for  a period  of  18  years.  He  hal  had  upper  abdom- 
inal cramps  for  a period  of  four  hours  before  ad- 
mission. For  the  previous  four  years,  he  had  ex- 
perienced post-prandial  distress  with  gnawing  epi- 
gatric  pain  and  pyrosis.  He  was  following  a diet  and 
was  given  some  pills.  At  about  3 P.M.  on  the  day 
of  admission  he  experienced  severe  epigastric  pain 
and  vomited  only  once.  Melena  was  not  observed. 
Admission  temperature  99.4,  pulse  88.  respiration 
22.  blood  pressure  90/60.  When  first  seen,  he  was 
having  severe  upper  abdominal  pain,  sitting  up  in 
bed,  bent  forward.  His  skin  was  cold,  with  beads  of 
perpiration  on  his  face.  Numerous  moist  rales  were 
present  throughout  both  lung  fields,  especially  pos- 
teriorly However,  resonance  was  present  through- 
out. There  was  a high  degree  of  muscle  spasm  and 
tenderness  in  the  upper  abdomen,  greatest  in  the 
epigastrium.  The  lower  quadrants  were  soft.  Doc- 
tor William  P.  Giles,  the  intern  who  examined  the 
patient,  made  this  significant  notation.  “The  abdo- 
men is  not  of  the  usual  ligneous  description  seen  in 
perforated  ulcer.” 

From  the  Department  of  Surgery,  Rhode  Island 

Hospital,  Providence,  R.I. 


ESKE  \\  IXDSBERG.  M.D.,  of  Providence,  R.I . 
Chief  of  Surgery,  Veterans  Administration  Out- 
patient Clinics;  Consultant  Staff,  Department  of 
Surgery,  Miriam  and  Rhode  Island  Hospitals. 


On  x-ray  examination  there  was  no  evidence  of 
pneumoperitoneum.  The  patient  was  given  1/6 
grain  of  morphine;  intravenous  fluids  were  started 
on  admission,  and  he  was  sent  to  the  operating 
room  at  9 P.M.  The  anesthesia  sendee  required  a 
long  induction  period,  extending  from  9:30  P.M. 
to  11:05  P.M.  A Levin  tube  was  inserted  at  10:10 
PAL  and  a larger  stomach  tube  was  placed  at  12:30 
A.M.  The  operation  was  conducted  from  11:05 
P.M.  to  1:10  A.M. 

Operation:  The  abdomen  was  opened  through  an 
upper  transverse  incision.  Serous  fluid  in  small 
amount  was  encountered.  A hemorrhagic  mass  was 
noted  through  the  thin  gastrohepatic  omentum.  The 
omentum  was  penetrated,  disclosing  the  presence  of 
small  intestine  in  the  lesser  peritoneal  cavity.  This 
intestine  was  discolored,  dusky,  with  absence  of 
normal  sheen.  After  considerable  difficulty,  it  was 
ascertained  that  bowel  had  passed  through  the  fora- 
men of  Winslow  to  enter  the  lesser  peritoneal  cavity. 
Traction  from  below,  with  compression  from  above, 
carried  out  tediously  and  slowly  permitted  delivery 
of  the  herniated  intestine  through  the  foramen  of 
Winslow.  After  the  reduction  the  stoma  of  the  fora- 
men of  Winslow  did  not  appear  particularly  en- 
larged. A band  of  adhesion  between  the  gallbladder 
and  the  duodenum  was  released,  overcoming  a kink 
in  the  duodenum.  The  opening  made  in  the  gastro- 
hepatic omentum  was  now  closed  with  Xo.  70  cot- 
ton. During  this  period  the  color  of  the  reduced 
loop  of  jejunum  did  not  return  to  normal.  About 
10  inches  of  the  involvel  intestine  was  resected,  and 
a side-to-side  anastomosis  in  two  layers  was  made. 
Two  stay  sutures  of  Xo.  4 Deknatel®  silk  were 
placed.  At  the  conclusion  of  the  operation  the  pa- 
tient's color  was  improved,  and  his  general  condi- 
tion was  good,  although  he  was  still  perspiring  con- 
siderably. 

Pathologist’s  Report:  Gross  description  was  that 
of  a 25  cm.  length  of  intestine,  dark  purple,  ede- 
matous and  atonic,  with  evidence  of  infarction. 
Microscopically,  the  mucosa  had  undergone  auto- 
lvsis  with  massive  red  cell  infiltrate  through  all 
layers. 


330 


Rhode  Island  Medical  Journal 


Postoperative  Course:  The  patient  was  kept  on 
intravenous  fluids  until  the  fifth  postoperative  day, 
when  he  began  to  pass  flatus.  Fluid  balance  was 
well  maintained.  After  the  fifth  day  he  was  placed 
on  a progressive  diet,  and  was  on  a soft  diet  by  the 
ninth  day.  The  Levin  tube  was  kept  on  suction  for 
four  days.  During  this  time,  the  patient  had  a good 
deal  of  difficulty  with  coughing  and  expectoration. 
Following  the  removal  of  the  Levin  tube,  he  was 
more  comfortable,  and  his  cough  and  expectoration 
stopped.  He  remained  afebrile  throughout  the  post- 
operative course  except  for  one  12-hour  period  on 
the  second  day,  when  his  temperature  rose  to  102.4  . 
On  the  sixth  postoperative  day,  he  was  seen  by  a 
medical  consultant.  At  that  time  his  lungs  were 
clear,  and  his  asthma  not  a problem.  Special  treat- 
ment was  not  recommended.  The  man  became  am- 
bulant early  in  the  postoperative  course,  and  was 
allowed  home  on  July  3,  1942,  on  the  eleventh 
postoperative  day.  Healing  was  bv  primary  union, 
and  the  patient  was  asymptomatic. 

Since  the  hospitalization  recited  above,  this  man 
has  had  five  subsequent  admissions  to  the  Rhode 
Island  Hospital,  the  last  of  which  was  in  May  1959 
for  arteriosclerotic  heart  disease,  bronchiectasis, 
and  emphysema.  In  December  1949  he  was  oper- 
ated on  for  a carbuncle  on  the  back  of  his  neck. 
In  November  1955  he  was  hospitalized  for  asthma, 
bronchopneumonia,  and  prostatitis;  in  February 
1958  for  acute  bronchiectasis;  In  November  1958 
for  bronchitis,  emphysema,  arteriosclerotic  heart 
disease,  and  corpulmonale.  At  no  time  was  there 
any  mention  of  symptoms  or  signs  relating  to  the 
gastrointestinal  system. 
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Progress  Report— 

COMPLICATIONS  OF  RADICAL  SURGERY 
FOR  HEAD  AND  NECK  CANCER - 
THEIR  PREVENTION,  RECOGNITION, 

AND  MANAGEMENT 


Adequate  Surgical  Treatment  Is 
Accompanied  by  Problems  and 
Complications  Requiring  Vigilance. 

INTRODUCTION 

Cancer  of  the  head  and  neck  area  presents  spe- 
cific problems  in  management  not  usually  seen  with 
malignant  disease  elsewhere  in  the  body.  The  psy- 
chic trauma  associated  with  its  management  com- 
pounds the  alterations  in  speech,  alimentation,  and 
respiration  ordinarily  seen  with  this  disease.  Fre- 
quently prior  radiation  aggravates  the  problems  in 
management. 

Recognizing  these  problems  and  adequatedly 
planning  a preoperative  routine  can  frequently 
simplify  them.  Intraoperative  difficulties  often  can 
be  prevented  by  careful  anatomical  dissection.  This 
involves  identification  of  vital  structures  and  their 
protection  as  indicated,  as  well  as  close  cooperation 
with  the  anesthetist  for  maintaining  whole  body 
homeostasis. 

Postoperatively,  diligent  local  and  supportive  care 
is  essential.  Some  of  the  late  problems  cannot  al- 
ways be  prevented,  but  early  recognition  and  under- 
standing of  their  management  is  essential. 

As  a result,  frequently  the  surgeon  may  achieve 
control  of  the  disease  — a malignant  disease  where 
local  recurrence  is  ordinarily  the  problem  and  sys- 
temic dissemination  is  much  less  common.  The  op- 
portunity to  control  the  disease  is  greatest  at  the 
first  approach,  whether  by  surgery  or  radiation. 
Thus  there  is  no  room  for  timidity  at  the  initial 
stage.  The  surgeon  treating  malignant  disease  in 
and  about  the  head  and  neck  must  treat  the  cancer 
adequately,  and  consider  reconstruction  when  rea- 
sonable evidence  of  cure  is  manifested. 

PREOPERATIVE  MANAGEMENT 

A patient  with  head  and  neck  cancer  may  present 
with  lesions  ranging  from  the  smallest,  completely 
asymptomatic  floor-of-the-  mouth  lesion,  to  a mas- 
sive one  which  interferes  with  nutrition  and  respira- 
tion. Many  of  these  persons  are  elderly,  poorly 
nourished,  and  have  associated  medical  problems. 


LEONARD  J.  TRIEDMAN,  M.D.,  of  Providence, 
R.I.,  Assistant  Surgeon,  Department  of  Surgery, 
Miriam  Hospital,  and  Lying-In  Hospital. 


Attention  to  their  nutrition  with  vitamin  and 
food  supplements  should  be  carried  out  initially  in 
the  preoperative  program.  Respiratory  preparation 
including  the  elimination  of  tobacco  must  be  at- 
tended to.  Control  of  infection  with  intra-oral  ir- 
rigations. systemic  antibiotics,  and  removal  of  ca- 
rious teeth  should  be  carried  out.  Local  mechanical 
cleansing  to  the  neck  with  antibacterial  soap  is 
recommended.  Complete  cardiac,  hepatic,  and  re- 
nal evaluation  is  indicated.  There  are  no  true  med- 
ical contraindications  to  whatever  therapy  is  ne- 
cessary. 

INTRAOPERATIVE  MANAGEMENT 

Management  of  intraoperative  complications  is 
of  paramount  importance.  Many  can  be  prevented, 
and  all  should  be  handled  vigorously  when  they 
occur. 

Ventilation  problems  relating  to  the  airway  deal 
with  obstruction,  aspiration,  and  the  presence  of 
fistulae.  Obstruction  may  be  in  the  pharynx,  larynx, 
or  cervical  trachea,  but  the  intralaryingeal  site  is 
most  common.  Obstruction  may  be  due  to  ( 1 ) en- 
croaching tumor  mass,  (2)  extensive  local  edema, 
(3)  extensive  local  fibrosis,  and  (4)  dysfunction  of 
the  intrinsic  muscles  or  the  nerves  which  supply 
them. 

With  a partially  obstructed  airway  preliminary 
tracheotomy  should  be  carried  out  five  days  prior 
to  major  surgery.  This  time  interval  gives  the  pa- 
tient time  to  recover  his  stability  from  the  previous 
stressful  situation. 

Preliminary  tracheotomy  at  the  time  of  surgery 
is  indicated  with  the  following  procedures:  (1) 
Neck  dissection  combined  with  intraoral  resection 
of  the  lesion,  (2)  Resection  of  the  mandible  (com- 
mando), pharyngeal  wall,  or  base  of  the  tongue, 
(3)  Second  radical  neck  dissection,  (4)  Any  oper- 
ation which  may  interfere  with  the  function  of  the 
recurrent  laryngeal  nerves,  (5)  Laryngofissure,  and 
(6)  Partial  laryngectomy.  Occasionally  the  surgeon 
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can  avoid  tracheotomy  in  these  situations,  but  care- 
ful watch  for  hypoxia  must  be  maintained.  Seda- 
tives must  be  administered  with  extreme  care;  eu- 
phoria, restlessness,  and  drowsiness  must  be  noted 
and  carefully  evaluated. 

Tracheotomy  is  best  carried  out  through  a longi- 
tudinal incision.  The  highest  tracheal  ring  is 
grasped,  and  1 ml.  of  two  per  cent  pontocaine  is 
injected  through  the  tracheal  wall.  It  is  desirable  to 
fashion  a window  by  removing  a section  of  the  sec- 
ond tracheal  ring.  By  leaving  one  suture  above  and 
one  below  the  tracheotomy  open  for  forty-eight 
hours,  bothersome  subcutaneous  emphysema  may 
be  prevented. 

Postoperatively,  the  tracheotomy  should  be  fre- 
quently suctioned,  Mucomist®  or  other  wetting 
agents  may  be  used  to  reduce  the  viscidity  of  the 
bronchial  secretions.  The  inner  tube  should  be  re- 
moved and  cleaned  every  four  hours.  The  outer  tube 
is  left  in  place  for  four  to  five  days,  by  which  time 
a fistulous  tract  has  formed.  It  should  then 
be  changed  daily.  If  it  falls  out  before  the  fistulous 
tract  has  formed,  the  tube  should  be  reinserted 
carefully  under  suitable  circumstances  to  avoid  in- 
serting it  paratracheally  and  damaging  the  trachea. 
The  tracheotomy  should  be  corked  as  soon  as  pos- 
sible, even  on  the  first  postoperative  day.  Corking 
of  the  tube  allows  the  patient  to  clear  his  larynx 
and  pharynx  of  secretion  and  elevates  his  morale 
as  well. 

Hemorrhage  and  vessel  injury:  Structures  in  the 
head  and  neck  area  are  provided  with  a copious 
blood  supply.  During  surgery,  continuous  ooze  as 
well  as  major  vessel  bleeding  may  be  troublesome. 
iBlood  loss  often  substantially  exceeds  the  surgeon’s 
estimate.  With  some  bony  resections  and  with  intra- 
oral surgery  such  as  maxillectomy  excessive  seep- 
age, as  well  as  bleeding  from  major  vessels  such  as 
the  internal  maxillary  and  ophthalmic  arteries,  may 
occur.  As  in  any  surgery  where  extensive  blood  loss 
may  be  encountered,  immediate  blood  replacement 
is  important,  using  fresh  blood  if  possible  and 
warmed  if  multiple  transfusions  seem  indicated. 
Experience  has  shown  considerable  reduction  in 
cardiac  irregularities  with  the  warming  of  the  blood 
in  multiple  transfusion  procedures. 

The  common  and  internal  carotid  arteries  may 
be  invaded  by  tumor,  but  usually  there  is  a micro- 
scopically tumor-free  layer  of  tissue  a few  cells 
thick  which  can  be  dissected  freely.  If  the  artery  is 
injured,  repair  or  even  grafting  is  often  desirable. 
If  ligation  is  necessary,  (1)  the  external  carotids 
should  be  saved  for  their  cross-circulation  and  in- 
tracranial connections,  (2)  resection  of  the  cervical 
sympathetic  chain  should  be  carried  out  as  low  as 
possible,  and  (3)  if  the  patient  will  not  tolerate 
occlusion,  either  graft  or  external-internal  carotid 


shunt  must  be  considered.  Since  the  carotid  artery 
must  be  protected,  the  suture  lines  of  the  primary 
incision  should  be  made  away  from  it,  especially  fol- 
lowing irradiation.  The  external  carotid  artery  is 
not  routinely  ligated  for  current  intraoral  proce- 
dures. 

The  subclavian  artery  is  occasionally  injured  in 
the  root  of  the  neck.  Because  of  its  excellent  col- 
laterals, it  may  be  ligated  if  necessary  though  the 
clavicle  may  have  to  be  transected  to  obtain  ade- 
quate surgical  access. 

The  internal  jugular  vein  is  of  course  resected  in 
all  standard  neck  dissections.  Resection  of  one  vein 
or  both,  if  the  procedures  are  staged,  causes  no 
complication.  Resection  of  the  two  internal  jugular 
veins  simultaneously  may  result  in  blindness, 
massive  facial  edema,  proptosis  of  the  eyes,  and  se- 
vere headaches.  If  bilateral  neck  dissection  is  to  be 
carried  out  simultaneously,  temporary  ligation  of 
the  second  vein  is  often  desirable  so  that  it  may 
be  preserved  should  considerable  darkening  of  the 
face  or  unilateral  proptosis  occur.  With  staged  neck 
dissection,  adequate  collaterals  via  the  pharyngeal 
plexus  are  rapidly  developed.  If  the  internal  jugu- 
lar vein  is  torn  at  the  base  of  the  skull,  digital  com- 
pression of  the  jugular  foramen  should  be  carried 
out.  The  foramen  must  be  firmly  packed  with  Oxy- 
cel®  gauze.  A gauze  packing  on  top  of  the  Oxycel® 
is  brought  out  through  the  lower  portion  of  the  in- 
cision and  removed  three  to  four  days  later. 

Neurological  injuries:  The  intimate  association 
of  vital  and  near-vital  neural  structures  with  the 
tissues  removed  in  radical  neck  dissection  contents 
makes  it  important  to  identify  and  protect  them 
where  practical  or  to  resect  the  trunks  where  neces- 
sary. Injury  to  the  mandibular  branch  of  the  facial 
nerve  interferes  with  motor  function  at  the  angle 
of  the  mouth.  This  branch  lies  at  the  lower  border 
of  the  mandible  over  the  external  maxillary  artery, 
but  under  the  platysma.  It  is  protected  in  radical 
neck  dissection,  but  sacrificed  in  a commando  pro- 
cedure. 

The  vagus  nerve  may  be  resected,  causing  only 
a paralyzed  vocal  cord  if  taken  below  the  branching 
of  the  superior  laryngeal  nerve.  This  is  rarely  dam- 
aged except  occasionally  in  the  root  of  the  neck 
where  it  is  more  intimately  associated  with  the  in- 
ternal jugular  vein  than  with  the  carotid  artery. 

Damage  to  the  superior  laryngeal  nerve  interferes 
with  sensation  of  the  larynx  and  loss  of  its  protec- 
tive reflex.  The  nerve  is  sensory  to  the  epiglottis, 
the  base  of  the  tongue,  and  the  aryepiglottic  folds 
and  motor  to  the  cricothyroid  muscle.  Difficulty 
with  the  swallowing  mechanism,  which  is  usually 
transient,  results  from  the  failure  of  the  glottic 
sphincter  to  close  during  swallowing,  trapping  food 
and  saliva  in  the  pyriform  sinuses. 

(Continued  on  next  page) 
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Recurrent  laryngeal  nerve  injury  is  seen  occa- 
sionally with  thyroid  surgery.  Damage  to  one  nerve 
results  in  change  of  quality  of  the  voice  and  is  of 
most  im{x>rtance  to  people  whose  voice  is  a neces- 
sary part  of  their  livelihood.  Though  surgical  pro- 
cedures to  prevent  airway  obstruction  are  available, 
bilateral  recurrent  laryngeal  nerve  damage  ordina- 
rily results  in  permanent  tracheostomy. 

The  phrenic  nerve  is  derived  primarily  from  C4, 
but  fibers  of  C3  and  C5  roots  are  also  included. 
If  the  phrenic  is  sacrificed,  elevation  of  the  homo- 
lateral diaphragm  occurs.  This  causes  most  serious 
problems  in  patients  with  chronic  pulmonary  in- 
sufficiency. If  the  nerve  is  sacrificed,  diligent  at- 
tention to  a “stirrup  regime”  with  early  ambulation, 
frequent  suctioning,  and  intermittent  positive  pres- 
sure breathing  to  prevent  the  predicted  lower  lobe 
atalectasis  and  pneumonia  must  be  carried  out. 

The  spinal  accessory  nerve  is  included  routinely 
in  radical  neck  dissections  and  causes  paralysis  of 
the  trapezius  muscle  with  a drooping  and  occasion- 
ally painful  shoulder.  Symptomatic  treatment  with 
sling,  heat,  analgesics,  and  physiotherapy  is  of  help. 

The  hypoglossal  nerve  courses  obliquely  down- 
ward in  the  digastric  triangle  across  the  internal 
and  external  carotid  arteries  to  disappear  beneath 
the  stylopharyngeus  muscle.  The  hypoglossal  is 
motor  to  one  half  of  the  tongue;  with  unilateral 
section  there  is  minimal  to  moderate  speech  and 
swallowing  difficulty  if  the  tongue  is  spared.  If 
inadvertently  sectioned,  this  nerve  like  other  motor 
nerves  should  be  repaired. 

The  lingual  nerve  is  purely  sensory  to  the  taste 
buds  and  anterior  two-thirds  of  the  tongue.  It  is 
seen  in  the  upper  portion  of  the  submaxillary  tri- 
angle. It  is  easily  spared  in  radical  neck  dissection, 
and  usually  resected  in  the  commando. 

The  cervical  plexus  is  removed  routinely  in  neck 
dissection;  this  results  in  anesthesia  to  the  parotid, 
post-auricular,  and  clavicular  regions.  The  brachial 
plexus  is  rarely  injured,  and  the  main  trunk  of  the 
facial  nerve  presents  a problem  only  with  parotid 
dissection.  Resection  of  the  glossopharyngeal  nerve 
behind  the  stylomastoid  foramen  is  palliative  for 
"deep  pain  in  the  ear”  seen  with  massive  tumor 
involvement  at  the  base  of  the  skull. 

Miscellaneous:  Cardiac  arrest  is  secondary  to 
hypoxia  of  blood  loss  or  airway  obstruction  and 
must  be  carefully  avoided.  Adequate  replacement 
of  warmed  blood  and  preoperative  administration 
of  atropine  are  important. 

Cardiac  arrhythmias  and  carotid  sinus  syndrome 
with  sudden  vasomotor  collapse  may  be  seen  with 
dissection  near  to  the  carotid  sinus.  This  is  most 
frequently  seen  in  older  arteriosclerotic  patients.  It 
can  be  prevented  by  blocking  the  sinus  and  whole 


length  of  exposed  carotid  artery  with  one  per  cent 
procaine. 

Air  embolism  is  related  to  a tear  in  one  of  the 
large  veins,  i.e.,  the  subclavian  or  internal  jugular. 
It  is  identified  by  a characteristic  sucking  sound. 
The  rent  should  be  closed  or  packed  with  Oxycel,® 
and  the  patient  turned  on  his  left  side  with  head 
down.  Rarely  is  serious  trouble  caused. 

Pneumothorax  is  seen  with  dissection  under  the 
clavicle  or  at  the  base  of  the  neck  either  from  a 
rent  in  the  pleura  (unilateral)  or  dissection  of 
paratracheal  tissue  planes  into  the  mediastinum 
(bilateral).  In  the  latter,  tracheal  obstruction  brings 
the  accessory  muscles  of  respiration  into  action,  in- 
creasing the  degree  of  negative  intrathoracic  pres- 
sure. Air  is  drawn  into  the  superior  mediastinum 
with  resulting  increasing  mediastinal  emphysema 
progressing  out  along  the  bronchi  with  bleb  for- 
mation and  eventual  rupture  into  the  pleural  cav- 
ity with  pneumothorax.  Diagnosis  is  made  from 
physical  signs  and  x-ray  studies.  Treatment  de- 
pends upon  the  size,  progression,  and  tension  fea- 
tures present.  Closed  thoracotomy  with  underwater 
seal  is  occasionally  needed. 

Thoracic  duct  tear  is  a frequent  injury  which,  if 
recognized,  presents  no  problem  as  long  as  the  duct 
is  ligated  with  a nonabsorbant  suture.  The  course 
of  the  duct  in  the  left  neck  is  variable,  and  it 
may  arch  as  much  as  5 cm.  above  the  clavicle  prior 
to  entry  into  the  venous  complex.  When  the  main 
duct  is  ligated,  return  flow  by  the  right  or  acces- 
sory duct  is  adequate.  A chylous  discharge  post- 
operatively  usually  stops  spontaneously.  Occasion- 
ally it  interferes  with  healing  by  elevating  the  skin 
with  induration  producing  a chyloma.  Elevation  of 
the  flaps  and  drainage  is  occasionally  necessary. 
Excessive  drainage  may  cause  hypoproteinemia 
and  may  require  reoperation  and  ligation  to  close 
the  fistula. 

Intraoral  complications  with  the  production  of 
raw  areas  frequently  necessitate  skin  grafting  to  pre- 
vent contracture.  The  following  special  considera- 
tions may  apply:  (1)  Resection  of  the  mandible  to 
produce  adequate  exposure  and  facilitate  soft  tis- 
sue closure  is  often  necessary.  (2)  Stabilization  of 
the  mandibular  fragment  with  stainless  steel  pins 
to  prevent  mandibular  drift  may  help  in  the  post- 
operative course  if  resection  of  the  anterior  man- 
dible is  carried  out.  (3)  Pharyngostome  to  prevent 
pooling  of  saliva  with  aspiration  and  destruction  of 
suture  lines  in  the  mouth  is  occasionally  indicated. 
(4)  Extensive  irrigation  for  the  prevention  of  seed- 
ing is  useful.  (5)  Surgical  margins  greater  than  one 
cm.  are  also  important.  (6)  In  cancer  of  the  oro- 
pharynx, in  situ  changes  adjacent  to  the  lesion  must 
be  anticipated  and  treated  to  obtain  optimum  long- 
term results. 
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POSTOPERATIVE  MANAGEMENT 

To  prevent  postoperative  complications  a rather 
standard  and  effective  routine  has  been  evolved. 
Care  of  the  tracheotomy  and  feeding  tube  has  been 
and  will  be  described.  Two  suction  catheters  are 
brought  out  through  stab  wounds  in  the  inferior 
flap  and  kept  on  suction  for  forty-eight  to  seventy- 
two  hours.  Ordinarily,  100  to  500  ml.  of  suction 
drainage  are  aspirated  on  the  first  postoperative 
day  with  approximately  one-half  as  much  on  the 
second  day.  Unless  drainage  has  been  copious,  the 
tubes  are  then  disconnected  from  suction  and  left 
to  simple  gravity  drainage  for  an  additional  twenty- 
four  to  forty-eight  hours.  By  this  time  a tract  has 
been  established.  Xo  bandages  are  used  after  the 
second  or  third  postoperative  day  in  an  effort  to 
prevent  the  growth  of  bacteria  which  a moist  wound 
encourages.  Ambulation  is  started  the  first  post- 
operative day,  and  elastic  stockings  should  be  worn. 
Since  intraoral  wounds  are  always  contaminated, 
parenteral  antibiotics  are  used  for  seven  to  ten 
days. 

Alimentation:  Since  alimentation  is  more  effec- 
tive then  intravenous  therapy,  feeding  tubes  are 
used  for  a variable  length  of  time.  A No.  14  or 
No.  16  French  whistle-tip  catheter  is  adequate. 
The  feeding  tube  helps  to  prevent  the  aspiration  of 
food,  which  is  characteristic  of  premature  oral  in- 
gestion. However,  if  saliva  pools  and  is  aspirated, 
a pharyngostome  may  be  needed  to  drain  intraoral 
secretions  and  to  prevent  pneumonitis.  Small  quan- 
tity feedings  are  started  every  four  hours  with 
water  ad  libitum.  It  is  reasonable  to  start  with 
skimmed  milk,  advance  to  a supplementary-type 
formula,  and  eventually  to  a blenderized  mixture. 
Indications  for  tube  feedings  would  be:  (1)  inter- 
ference with  swallowing  mechanism  as  in  the  loss 
of  the  hypoglossal  or  superior  laryngeal  nerve;  (2) 
the  loss  of  a major  portion  of  or  mobility  of  the 
tongue  interfering  with  the  transfer  of  food  from 
one  portion  of  the  mouth  to  another  (tenacious 
foods  being  especially  difficult  to  handle);  (3) 
presence  of  an  anatomic  defect  as  in  the  palate  or 
maxilla,  which  should  be  replaced  with  a temporary 
prosthesis  when  the  packing  is  removed;  (4)  re- 
section of  the  pharyngeal  wall  or  base  of  the  tongue, 
which  often  leaves  a trough  at  the  angle  between 
the  tongue  and  lateral  pharyngeal  wall  where  the 
food  lodges;  (5)  a long  suture  line  in  the  oral 
cavity  or  pharynx,  which  must  be  protected  by  a 
feeding  tube  to  allow  healing;  and  (6)  the  pres- 
ence of  an  external  draining  fistula,  which  must 
be  kept  dry  for  the  same  reason. 

Injections : The  problems  here  relates  primarily 
to  anaerobic  saprophytic  penicillin-sensitive  organ- 
isms. Pre-  and  postoperative  antibiotics  are  of  val- 
ue. Local  care  is  most  important  with  frequent  ir- 
rigations and  suction  with  oxygenic  agents  such  as 


hydrogen  peroxide  and  zinc  peroxide.  Pseudomonas 
with  its  bluish-green,  sicky-sweet  smelling  pus  is  a 
frequent  complication  of  moist  wounds,  and  skin 
grafts  so  infected  are  best  treated  locally  with  five 
per  cent  acetic  acid.  Pulmonary  infection  depends 
upon  the  state  of  the  laryngeal  protective  reflexes. 

Hemorrhage'.  Bleeding  in  the  immediate  post- 
operative period  should  be  secured  by  re-elevation 
of  the  flaps  and  ligation  of  the  offending  vessels. 
Carotid  artery  rupture,  a most  feared  complication, 
generally  occurs  in  the  second  or  third  week,  often 
following  fistula  development  and  infection  in  heav- 
ily irradiated  areas.  Pseudomonas  with  its  lytic 
action  is  often  the  causative  agent.  By  removing 
the  bandages  early,  keeping  the  oropharynx  clean, 
and  diligent  treatment  of  the  neck  wound  locally 
with  acetic  acid,  protection  against  this  accident  is 
accomplished.  As  previously  stated,  the  skin  inci- 
sion should  be  placed  away  from  the  carotid  artery. 

Flap  slough:  This  is  seen  especially  in  irradiated 
cases  or  when  the  lytic  action  of  Pseudomonas  is 
extensive.  Fistula  formation  which  is  an  extension 
of  the  infection  and  flap  slough  can  often  be  pre- 
vented by  meticulous  closure  of  the  intraoral  su- 
ture lines  in  layers  without  tension  and  by  using 
underlying  muscle  and  subcutaneous  tissue  as  a sup- 
porting layer  in  a plane  separate  from  the  mucosal 
suture  line.  Local  treatments,  irrigations,  tube  feed- 
ings, and  antibiotics  will  generally  allow  closure  of 
most  fistulae,  although  occasionally  some  type  of 
flap  procedure  is  necessary. 

Pharyngeal  or  esophageal  stricture:  Pharyngeal 
or  esophageal  strictures  are  occasionally  seen  fol- 
lowing extensive  mucosal  and  muscular  resection. 
These  generally  dilate  spontaneously,  but  occasion- 
ally bouginage  is  necessary. 

Post-tracheotomy  dyspagia:  Post-tracheotomy 
dysphagia  from  the  aspiration  of  small  amounts  of 
swallowed  material  through  the  larynx  into  the 
trachea  may  be  bothersome.  The  resulting  parox- 
ysms of  coughing  occur  because  of  an  inability  to 
maintain  enough  positive  pressure  in  the  trachea  to 
keep  the  glottis  completely  closed.  Tube  feeding  for 
a few  days  will  generally  allay  this  problem. 

Any  procedure  which  perforates  the  airways  may 
cause  subcutaneous  emphysema.  Although  this  may 
extend  up  into  the  face  or  down  into  the  anterior 
chest  wall  and  may  be  associated  with  pyrexia,  it 
is  rarely  of  clinical  significance  and  is  generally 
controlled  by  antibiotics. 

Tetany  following  total  thyroidectomy  and  para- 
thyroidectomy is  a most  distressing  and  challeng- 
ing medical  complication.  The  usual  cause  is  the 
inadvertant  removal  of  or  damage  to  the  parathy- 
roid tissue  during  thyroid  surgery.  Although  tetany 
and  its  related  symptoms  may  persist  for  weeks  or 
even  months  following  supportive  treatment,  even- 
tually they  usually  remit. 
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Acute  hypocalcemic  tetany  is  treated  with  cal- 
cium intravenously,  i.e.,  calcium  lactate  ten  per 
cent,  and  orally  (calcium  lactate.  4 gm.,  6 times 
daily).  Vitamin  D (50.000  units  daily)  should  also 
be  administered  orally  at  this  time.  When  serum 
and  urine  calcium  are  within  normal  limits,  the  cal- 
cium dosage  can  be  reduced,  and  AT- 10  (0.5  to 
1.0  ml.  orally  each  day)  may  be  used  in  place  of 
vitamin  D for  maintenance  therapy. 

Trismus  is  occasionally  seen  when  extensive  dis- 
section of  pterygoids,  masseter.  or  temporal  mus- 
cles is  carried  out  as  in  maxillary  resection  or 
major  resection  in  the  posterior  lateral  pharynx. 
Radionecrosis  secondary  to  irradiation  of  the  tonsil 
or  base  of  the  tongue  is  also  complicated  occasion- 
ally by  trismus.  To  prevent  this  at  surgery,  one 
may  resect  the  anterior  portion  of  the  ascending 
mandibular  ramus  and  coronoid  process  to  relieve 
temporalis  muscle  spasm. 

Parotitis  necessitating  large  doses  of  antibiotics 
and  occasionally  incision  and  drainage  is  a serious 
postoperative  complication  seen  too  frequently  with 
this  type  of  surgery  and.  probably  because  of  the 
nature  of  the  affected  patient  population,  is  an  omi- 
nous prognostic  sign. 

LATE  POSTOPERATIVE  PROBLEMS  AND 
RECONSTRUCTION 

Reconstructive  surgery  plays  an  important  an- 
cillary role  in  the  surgical  management  of  head  and 
neck  cancer.  At  times  immediate  reconstruction  of- 
fers great  advantage  to  the  patient,  while  at  other 
times  withholding  reconstruction  for  extended  pe- 
riods is  in  the  patient's  best  interests. 

The  following  factors  must  be  considered  in  deal- 
ing with  the  extent  and  time  of  reconstruction:  (a) 
the  degree  of  anaplasia  of  the  original  tumor,  (b) 
the  stage  of  growth  (size,  invasion)  at  the  time  of 
original  surgery,  (c)  any  local  factors  which  would 
alter  the  rate  of  appearance  of  any  recurrence,  i.e.. 
wound  fibrosis  or  prior  x-ray,  (d)  extent  of  ana- 
tomical and  functional  deformity,  (e)  patient's 
ability  to  adjust  emotionally  to  his  functional  and 
cosmetic  disability,  (f)  a consideration  of  the  con- 
sequences of  recurrence  as  early  reconstruction  has 
been  carried  out.  and  (g)  the  availability  of  exist- 
ing reconstructive  techniques  to  carry  out  the 
repairs. 

SUMMARY 

This  presentation  is  intended  as  a guide  to  the 
early  diagnosis,  prevention,  and  management  of  the 
problems  and  complications  of  extended  head  and 
neck  surgery. 
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IN  THE  EDITOR'S  MAILBOX  ...  , 

To  the  Editor: 

The  editorial.  “A  Black  Heart”  (March  1968), 
was  unworthy  and  it  tends  to  downgrade  the  medi- 
cal profession.  Such  a twisting  of  ideas  is  bizarre  to 
say  the  least.  Only  a small  mind  could  note  the 
character  of  the  donor  heart  at  all.  Most  medical 
men  would  not  have  noted  such  a thing  in  reporting 
on  such  a milestone.  I interpret  the  editorial  to  be 
an  overzealous.  emotional  outburst  on  an  idea  that 
should  never  be  twisted  to  cover  the  problems  of 
race  relations  in  South  Africa. 

The  futility  of  the  ‘‘preaching"  is  underscored 
when  one  remembers  that  despite  your  implications 
it  was  in  South  Africa  that  the  operation  was  done. 
Perhaps  they  didn't  stop  to  think  out  the  implicat- 
ions, but  then  I don  t hink  a doctor  would:  and  it 
is  a gross  misrepresentation  to  imply  an  association 
between  the  politics  of  the  country  and  the  medical 
world. 

The  editor  was  also  struggling  it  should  be  noted, 
but  then  he  would  have  to  when  you  consider  what 
a job  he  had  to  do.  The  sophomoric  tone  is  obvious. 
The  part  of  the  heart  being  the  emotional  seat  and 
the  seat  of  good  or  evil  (hows  that  again?)  just 
proves  that  we  are  indeed  in  the  silly  season.  The 
poet  s license  to  use  flowery  imagination  about  the 
heart  was  never  given  to  the  editors  of  medical 
journals. 

Raymond  N.  Mac  Andrew,  M.D. 
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Inc. 
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178  ANGELL  STREET 
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INTRATHECAL  STEROID  ADMINISTRATION 
IN  POSTOPERATIVE  ARACHNOIDITIS 


Persistent  Pain  Following  Interver- 
tebral Disc  Surgery  May  Be  Re- 
lieved by  Intrathecal  Corticoste- 
roids. 

The  persistence  of  pain  following  intervertebral 
disc  surgery  with  or  without  spine  fusion  presents 
a serious  dilemma  and  challenge  to  the  surgeon. 
When  a careful  operation  has  been  performed  and 
the  postoperative  myelogram  is  negative,  what  is 
the  cause  of  persistent  severe  back  or  leg  pain?  If 
a careful  and  complete  exploration  of  the  spinal 
canal  and  the  foramina  has  been  carried  out,  the 
pain  is  most  likely  the  result  of  localized  adhesive 
arachnoiditis,  although  numerous  other  factors  may 
be  responsible.  To  avoid  repeated  exploratory  op- 
erations or  irreversible  neurosurgical  procedures 
such  as  rhizotomies,  intrathecal  injections  have 
been  performed  in  these  cases  with  varying  results. 

Sehgal,  Gardner,  and  Dohn1  state  that  removal 
of  the  protruded  portion  of  the  disc  may  not  restore 
the  joint  to  normal.  They  further  indicate  that  re- 
lief of  pressure  on  the  nerve  root  does  not  necessa- 
rily restore  the  nerve  root  to  normal.  Their  feeling 
is  that  surgical  exposure  of  any  spinal  nerve  root, 
normal  or  abnormal,  causes  the  root  to  become  im- 
mobilized in  the  healing  scar.  When  nerve  roots 
so  immobilized  are  pulled  upon  by  certain  move- 
ments, pain  results  whether  or  not  the  involved 
joint  is  fused.  These  authors  employed  intraspinal 
injections  of  procaine  hydrochloride  and  cortico- 
steroids. The  injections  were  followed  by  straight 
leg  raising  exercises  designed  to  stretch  the  adhe- 
sions about  the  nerve  roots.  The  purpose  of  incor- 
porating procaine  hydrochloride  was  to  eliminate 
the  pain  caused  by  mobilization  of  the  nerve  root 
by  the  exercises.  I doubt  seriously  whether  adhe- 
sions about  the  nerve  roots  can  be  stretched.  My 
doubt  is  based  on  the  fact  that  these  adhesions 
are  often  very  difficult  to  sever  or  separate  even 
by  scalpel  under  direct  vision. 

Sehgal,  et  al.  also  used  intrathecal  injections  of 
procaine  hydrochloride  and  corticosteroids  follow- 
ing myelography  whether  or  not  operations  were 
performed  upon  the  intervertebral  disc. 

As  to  the  fate  of  adrenal  corticosteroids  follow- 
ing intrathecal  injections,  Fishman  and  Christy2 
concluded  from  studies  on  dogs  that,  following  intra- 
thecal injection  of  cortisol,  the  steroid  leaves  the 
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subarachnoid  space  rapidly.  The  increased  concen- 
tration obtained  in  the  cerebrospinal  fluid  is  tran- 
sient and  dissipated  within  a few  hours  after  the 
injection.  They  further  concluded  that  the  intra- 
spinal injection  of  corticosteroids  is  in  effect  equiv- 
alent to  no  more  than  a prolonged  intravenous  in- 
jection in  terms  of  the  concentration  of  the  steroid 
maintained  in  cerebrospinal  fluid  and  plasma  and 
the  amounts  excreted  in  the  urine. 

From  the  clinical  standpoint  Mack3  reports  en- 
couraging results  from  the  use  of  intrathecal  me- 
thylprednisolone  and  procaine  hydrochloride  in  pa- 
tients who  had  not  favorably  responded  to  treat- 
ment, whether  conservative  or  surgical.  He  also 
treated  some  patients  who  had  had  only  myelo- 
graphy with  negative  myelograms  but  with  pain 
pers'sting.  He  routinely  injected  40  mg.  of  Depo- 
Medrol®  acetate  combined  with  50  mg.  of  procaine 
hydrochloride  through  a 22  gauge  spinal  needle. 

As  a matter  of  fact,  Boines4  has  given  intrathecal 
injections  of  methylprednisolone  acetate  in  cases 
of  multiple  sclerosis  at  increasing  intervals  of  time. 
He  gives  1 ml.  at  the  first  injection,  1.5  ml.  two 
weeks  later,  2 ml.  four  weeks  after  the  second  in- 
jection, and  2.5  ml.  six  weeks  after  the  third  in- 
jection, and  then  two  more  2.5  ml.  injections  at 
six  week  intervals.  He  reports  reasonably  good  re- 
sults. He  keeps  his  patients  active  during  the  en- 
tire course  of  treatment. 

Sehgal,  Tweed,  Gardner,  and  Foote5  report  the 
intrathecal  administration  of  methylprednisolone  in 
more  than  1,000  patients  for  various  types  of  neu- 
rological disorders  during  the  three  years  prior  to 
1963.  They  state  that  the  intrathecal  injection  of 
methylprednisolone  has  become  their  standard  form 
of  treatment  of  arachnoiditis  resulting  from  trau- 
ma, Pantopaque®  injection,  or  laminectomy. 

When  methylprednisolone  acetate  is  injected  in- 
trathecally,  it  passes  into  the  blood  stream  from  the 
cerebrospinal  fluid  at  a rate  that  varies  consider- 
ably from  person  to  person.  The  plasma  corticos- 
teroid levels  vary  in  the  blood  stream  depending 
upon  the  rate  at  which  the  steroid  passes  from  the 
spinal  fluid  into  the  blood  stream  and  the  rate  of 
elimination  from  the  body. 

Methylprednisolone  is  administered  as  an  aque- 
(Cont'inued  on  next  page) 


INTRATHECAL  STEROID  ADMINISTRATION  IN  POSTOPERATIVE  ARACHNOIDITIS 


337 


ous  depot  suspension  containing  40  mg.  of  active 
drug  in  each  ml.  ( Depo-Medrol®).  Methylpredni- 
solone  is  an  anti-inflammatory  steroid.  It  exceeds 
prednisolone  in  anti-inflammatory  potency  and  has 
less  tendency  to  induce  retention  of  sodium  and 
■water.  This  long-acting  injectable  corticoid  is  effec- 
tive both  locally  and  systemically.  It  has  been  used 
for  intra-articular,  intra-bursal.  intra-tendinous, 
and  intra-lesional  therapy,  and  for  intrarectal  ad- 
ministration by  continuous  drip.  Systemically  it  is 
injected  intramuscularly.  It  has  not  been  used  ex- 
tensively for  intrathecal  therapy. 

Several  years  ago  I was  informed  by  Doctor  Don- 
ald Larkin  of  Providence,  Rhode  Island,  of  the 
use  of  intrathecal  corticosteroids  in  a patient  who 
had  failed  to  obtain  relief  of  pain  following  inter- 
vertebral disc  surgery.  Relief  was  obtained  in  this 
patient  for  periods  of  two  to  three  weeks  follow- 
ing each  intrathecal  injection  of  hydrocortisone.  I 
therefore  decided  to  use  this  method  of  treatment 
on  patients  who  had  undergone  intervertebral  disc 
surgery  with  or  without  spine  fusions  whose  pain 
persisted  or  recurred  and  whose  subsequent  myelo- 
grams showed  no  evidence  of  persistent  filling  de- 
fects. 

Since  1958  I have  applied  this  form  of  therapy  to 
twelve  patients,  six  of  whom  had  undergone  simple 
intervertebral  disc  removal  and  the  remaining  six 
disc  removal  and  spine  fusion.  Of  the  twelve  cases, 
I had  performed  the  surgery  in  three,  while  the 
remainder  had  been  operated  upon  by  others.  In 
all  cases  the  surgery  had  been  for  the  removal  of 
ruptured  discs  with  or  without  spine  fusion. 

In  each  case  I administered  40  mg.  of  Depo- 
Medrol®  with  procaine  hydrochloride,  either  in  the 
office,  in  the  hospital  accident  room,  or  as  an  in- 
patient procedure.  Each  patient  received  a mini- 
mum of  two  injections.  If  no  improvement  was 
noted  after  the  second  injection,  which  was  given 
one  week  after  the  first,  no  further  injections  were 
used.  In  ten  of  the  patients  no  improvement  what- 
ever was  noted  after  two  injections;  consequently, 
treatment  was  discontinued. 

In  one  of  the  two  remaining  cases,  a female,  a 
laminotomy  at  the  lumbosacral  joint  for  interver- 
tebral disc  removal  without  fusion  had  been  per- 
formed in  July  of  1962.  The  patient  did  reasonably 
well  for  about  one  year,  after  which  the  pain  re- 
curred intermittently.  It  did  not  respond  to  peri- 
odic medication  and  bed  rest.  A myelogram  in  Au- 
gust 1957  showed  evidence  of  a questionable  filling 
defect  at  the  same  level  from  which  the  disc  was 
removed.  It  could  not  be  determined  with  certainty 
whether  this  questionable  defect  represented  an- 
other disc  protrusion  or(  was  caused  by  adhesions. 
A laminotomy  and  spine  fusion  were  carried  out 
soon  after.  At  operation  we  found  no  evidence  of 
disc  protrusion,  but  there  was  evidence  of  arachnoid- 


itis. She  was  again  seen  in  February  1958  when  she 
stated  that  her  pain  had  again  begun  to  recur, 
starting  shortly  after  the  previous  Christmas  with- 
out further  history  of  injuries.  Examination  re- 
vealed minimal  erector  spinae  spasm,  tenderness  in 
her  low  back,  and  a dull  right  ankle  jerk.  She  was 
treated  conservatively  with  analgesics,  heat,  and 
back  supports  without  significant  improvement. 
Consequently  in  April  1958  an  intrathecal  injection 
of  Solu-Cortef®  was  given  as  an  office  procedure 
with  very  marked  immediate  improvement.  Solu- 
Cortef®  is  a solution  of  the  sodium  succinate  ester 
of  hydrocortisone.  The  pain  recurred  six  weeks 
later;  therefore,  another  intrathecal  injection  of 
Solu-Cortef®  was  given  in  June  1956  with  very 
marked  improvement.  She  continued  to  do  well 
until  July  1964  when  her  pain  again  began  to  recur. 
Another  injection  of  intrathecal  Solu-Cortef®  was 
given  with  good  results.  She  has  remained  free  of 
any  significant  pain  since  August  1964,  requiring 
no  further  treatment  and  no  further  intrathecal  in- 
jections. 

The  second  successful  patient  is  an  adult  white 
male  tile  setter  who  was  seen  by  me  in  January 
1967.  He  had  undergone  spinal  surgery  nine  years 
previously  for  removal  of  three  ruptured  interver- 
tebral discs.  He  had  had  pain  on  and  off  after  that, 
but  was  able  to  continue  his  work.  Two  months 
prior  to  my  seeing  him  in  January  1967  the  pain 
in  his  back  had  become  quite  severe  without  history 
of  further  injuries.  He  had  been  advised  in  a Bos- 
ton clinic  against  further  surgical  intervention. 

The  back  pain  was  accompanied  by  right  leg 
radiation  and  was  aggravated  by  attempts  at  bend- 
ing, lifting,  twisting,  and  turning.  He  had  mod- 
erately severe  bilateral  erector  spinae  spasm,  some 
flattening  of  the  lumbar  curve,  and  an  absent  right 
ankle  jerk.  He  was  admitted  to  Rhode  Island  Hos- 
pital on  2-2-67.  A myelogram  on  2-3-67  revealed 
evidence  of  a complete  block  at  the  third  inter- 
lumbar  level.  Surgery  was  advised,  but  the  patient 
refused.  He  was  placed  on  complete  bed  rest  with- 
out significant  improvement.  On  2-12-67  40  mg.  of 
Depo-Medrol®  were  injected  intrathecally.  Most 
of  his  pain  disappeared.  Another  injection  was  giv- 
en on  2-10-67  with  almost  complete  disappearance 
of  the  pain,  following  which  he  was  discharged 
from  the  hospital.  In  April  1967  he  returned  to  my 
office  as  his  pain  had  recurred,  but  a lesser  de- 
gree. A third  intrathecal  injection  of  40  mg.  of 
Depo-Medrol®  was  given  on  4-13-67.  He  has  re- 
mained symptom-free  since  then. 

On  the  basis  of  my  experience  a small  percen- 
tage of  patients  is  improved  by  intrathecal  injec- 
tions of  corticosteroids.  It  is  possible  that  the  rela- 
tively small  percentage  of  favorable  results  obtained 
by  me  was  due  to  the  fact  that  I did  not  employ 
(Continued  on  Page  343) 
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PSYCHOLOGICAL  ASPECTS  IN  SPORTS  AND 
PSYCHOSOMATIC  PROBLEMS  IN  THE  ATHLETE* 


Emotional  Balance  and  Peace  of 
Mind  of  Athletes  Must  Be  Fostered. 


At  this  conference  on  medical  aspects  of  sports 
we  hear  much  about  strain  and  instability  as,  for 
example,  of  the  knee;  but  in  my  field  there  is  an- 
other kind  of  strain  and  instability.  I hope  the  pres- 
ence of  a neuro-psychiatrist  in  this  stronghold  of 
masculinity  and  Herculean  feats  does  not  cause  un- 
due alarm. 

What  is  personality?  There  are  as  many  person- 
alities as  there  are  people.  Personality  comes  from 
the  Latin  word  "persona-”  meaning  mask,  and  in 
each  of  us  there  is  the  ostensible  personality — the 
outward  visible  one — and  the  hidden  unconscious 
personality.  When  the  two  clash  or  come  in  conflict, 
symptoms  may  occur.  This  is  our  area  of  concern 
today. 

I should  like  to  consider  the  athlete  as  a human 
being  and  not  merely  a collection  of  bones,  muscles, 
and  tendons.  For  the  athlete  has  likes  and  dislikes 
and  emotional  problems  just  as  does  the  doctor, 
lawyer,  merchant,  coach,  and  trainer,  and  these 
emotional  aspects  are  at  times  as  important  as 
physical  condition  and  ability. 

The  first  point  I wish  to  make  is  that  one  does 
not  have  to  be  a psychiatrist  to  handle  the  emotion- 
al problems  of  the  athlete.  Surely,  you  as  coaches, 
trainers,  and  orthopedic  specialists  know  this  better 
than  I.  You  all  are  skilled  in  psychosomatic  medi- 
cine or  you  couldn’t  hold  your  teams  together  and 
get  various  members  to  cooperate.  This  is  especially 
true  under  such  adverse  circumstances  as  a losing 
season  or  inadequate  facilities. 

The  second  point  is  that  the  emotional  and  per- 
sonality situations  perhaps  should  be  studied  more 
intensely  than  has  been  the  case  up  to  now.  In- 
stinctively the  coach  and  trainer  have  recognized 
the  problems  which  are  associated  with  the  phys- 
ical and  emotional  aspects  of  the  athlete.  But  the 
help  of  a skilled  professional  — such  as  a psychi- 
atrist, a psychologist,  or  an  internist  — - would  be 
useful  in  recognizing  and  perhaps  preventing  time 
loss  and  the  development  of  problems. 

*Presented  before  the  Sixth  Post-Graduate  Confer- 
ence on  Medical  Aspects  of  Sports  for  Physicians, 
Trainers,  and  Physical  Education  Instructors  on 
August  17th  and  18th,  1967,  at  the  Frank  W.  Keaney 
Gymnasium,  University  of  Rhode  Island,  Kingston. 


BARRY  B.  MONGILLO,  M.D.,  of  Providence, 
R.I.  Physician,  Department  of  Neurology  and 
Psychiatry,  Rhode  Island  Hospital,  Providence, 
R.I. 


To  illustrate:  An  18-year-old  high  school  foot- 
ball player,  a senior,  came  to  my  office  in  Septem- 
ber at  the  start  of  the  football  season  complaining 
of  headaches,  which  were  so  severe  that  they  kept 
him  from  practice  and  had  seriously  upset  a poten- 
tially great  season  the  year  before.  After  some  ques- 
tioning it  was  learned  that  this  boy  did  not  like 
to  play  and  was  more  interested  in  science  courses 
in  school.  He  had  been  knocked  unconscious  in  a 
game  in  his  sophomore  year  and  ever  since  had 
had  his  headaches.  To  some  extent  they  were  not 
real  at  all,  but  were  used  as  an  excuse  to  avoid 
the  physical  contact  which  he  disliked.  When  re- 
lieved of  his  duties  and  sent  back  to  his  studies,  his 
headaches  disappeared.  Perhaps  if  he  had  been 
interviewed  in  the  beginning  by  someone  skilled  in 
such  problems  involving  the  mind  and  body,  all 
of  this  would  have  come  to  light.  Time  of  both 
coaches  and  students  would  have  been  saved,  and 
the  student  could  also  have  been  saved  considerable 
nervousness  and  suffering.  The  coach  could  have 
saved  time  and  spent  it  in  developing  another  per- 
son who  was  better  adapted  for  the  game. 

Another  instance:  A college  football  player  of 
mediocre  talent  was  sent  to  me  for  examination  to 
find  possible  physical  reasons  for  lack  of  energy  in 
the  presence  of  great  potential.  It  was  learned  after 
a few  questions  that  he  really  liked  hockey,  but 
his  parents  insisted  on  his  playing  football  only 
because  his  father  was  a member  of  a family  fa- 
mous for  its  ability  in  football.  After  a talk  with 
his  parents  and  the  football  coaches,  the  boy  went 
to  his  real  love,  hockey,  and  became  a standout 
college  player. 

The  trainer,  the  team  doctor,  and  the  team  coach- 
es are  by  and  large  overworked  with  routine  duties. 
Why  not  therefore  have  someone  skilled  in  the 
handling  of  personality  and  emotions  see  the  play- 
ers at  the  beginning  of  the  season  and  follow  along 
with  them  at  games  and  meets,  at  practice  ses- 
sions, and  during  training?  This  goes  for  all  sports, 
whether  basketball,  track,  swimming,  or  others.  An 
athlete  can  be  in  the  be^t  of  condition:  yet  if  he 
is  not  feeling  well  emotionally,  he  will  not  do  jus- 
tice to  himself,  to  his  team,  or  to  his  coach  and 
(Com'inued  on  next  page) 


PSYCHOLOGICAL  ASPECTS  IN  SPORTS  AND  PSYCHOMATIC  PROBLEMS  IN  THE  ATHLETE 


339 


school.  A trained  person  in  fairly  close  contact  with 
the  athletes  could  recognize  and  treat  these  prob- 
lems as  they  arise  and  thus  save  time  and  team  mo- 
rale. 

Many  a coach,  trainer,  and  team  doctor  has  been 
practicing  as  a psychiatrist  while  doing  his  regular 
duties,  and  this  is  a burden.  How  much  better  it 
would  be  to  have  a person  interested  and  skilled  in 
the  art  and  science  of  emotional  health  as  a chief 
aide  and  helper  in  this  field.  Perhaps  some  day  a 
psychiatrist  or  psychologist  will  be  an  important 
member  of  the  coaching  and  conditioning  staff  in 
all  sports. 

In  most  high  schools  and  colleges  the  mental 
health  departments  are  understaffed  or  practically 
nonexistent  despite  the  fact  that  education  has  be- 
come increasingly  oriented  toward  psychiatric  meth- 
ods. Even  in  medical  schools  there  are  few  mental 
health  departments  for  medical  students,  who  usu- 
ally go  through  considerable  emotional  trauma  in 
the  course  of  their  education.  It  is  not  enough  to 
know  how  to  diagnose  and  treat  a knee  or  hip  in- 
jury. One  should  diagnose  and  treat  the  depressed 
long-distance  runner,  or  the  jealous  left  tackle,  or 
the  frightened  basketball  center,  so  that  the  mem- 
bers work  as  a team.  Then  the  team  will  be  effi- 
cient, and  the  result  will  be  genuine  teamwork. 

Actually  good  coaches  and  trainers  are  good  psy- 
chiatrists and  experts  in  mental  health.  Studies  have 
been  carried  out  which  show  that  the  coach  and 
trainer  play  major  roles  and  act  as  good  influences 
in  the  lives  of  the  athletes.  The  coach  and  trainer 
as  well  as  the  team  doctor  are  psychiatric  therapists 
that  is,  they  do  much  to  maintain  and  improve 
the  emotional  condition  and  the  moral  of  their  ath- 
letes. Other  studies  have  shown  that  athletes  may 
be  relatively  better  organized  and  freer  from  emo- 
tional problems  than  non-athletes  both  by  nature 
and  as  a result  of  good  coaching  and  training.  Yet- 
why  not  help  the  athlete  and  coach  by  having  in 
attendance  at  practice  a person  such  as  a physician 
or  a psychologist  who  is  oriented  to  and  aware  of 
the  importance  of  the  emotions  in  the  athlete? 

During  the  rigorous  training  period,  in  some  in- 
stances, the  coaches  and  trainers  will  represent  to 
some  players  a permissive  mother,  and  to  others  a 
strict,  rejective  authoritative  father  figure.  In  the 
latter  instance  the  coaches  and  trainers  must  be 
prepared  to  take  criticism,  hostility,  and  defiance 
and  to  understand  it  in  order  to  deal  with  it  suc- 
cessfully. 

PSYCHOLOGICAL  EVALUATION 

Studies  and  results  determined  by  sociometric 
techniques  and  the  California  Test  of  Personality 
show  positive  correlation  between  physical  fitness 
and  the  rather  complex  psychological  variable  iden- 
tified as  social  adjustment.  The  psychological  fac- 
tor — tension,  anxiety  — has  been  studied  in  rela- 


tion to  athletes'  prowess.  Using  the  anxiety  factors 
in  the  Minnesota  Multiphasic  Inventory  as  the 
method  for  measuring  anxiety,  varsity  athletes  were 
found  to  have  lower  scores  than  non-athletes.  This 
study  seemed  to  demonstrate  that  athletes  — pre- 
sumably fit  physically  — were  less  anxious  than 
non-athletes. 

There  are  many  techniques  for  assessment  of 
mental  health  and  social  adjustment.  James  S. 
Davie  of  the  Mental  Hygiene  Clinic  of  Yale  in 
in  1956  reported  that  the  Clinic  sees  significantly 
fewer  athletes  than  non-athletes. 

Unfortunately  according  to  Frank  Tabrah4  in  a 
paper  titled  "High  School  Football:  Valuable  Sport 
or  Sado-Masochistic  Excess?’’,  the  risk  of  disabling 
injury  is  13,666  times  higher  in  high  school  foot- 
ball play  than  in  underground  coal  mining.  He 
would  relegate  football  to  the  status  of  a minor 
sport.  I mention  this  because  and  I know  that  the 
advantages  far  outweigh  the  hazards. 

Man’s  interest  in  physical  physiological  relation- 
ships is  traceable  at  as  far  back  as  the  times  of 
Hippocrates,  Aristotle,  and  Plato.  In  the  more  than 
two  millennia  since  then  there  has  been  relatively 
little  specific  gain  in  our  knowledge  of  these  rela- 
tionships. Yet  we  are  making  some  progress.  We 
feel  that  sports  promote  mental  health. 

I have  much  support  in  my  endorsement  of  the 
rationale  of  the  use  of  sports  in  treating  the  mental- 
ly ill  and  in  the  use  of  sports  generally.  According 
to  Helene  Deutsch,  the  psychoanalyst,  sports  are 
an  ideal  medium  for  mastering  inner  fears  by  pro- 
jecting them  onto  the  outside  world.  Karl  Men- 
ninger,  Harry  Stack  Sullivan,  and  Robert  A.  Moore 
have  emphasized  that  inner  tensions  and  conflicts 
— especially  hostility  and  excessive  aggressiveness 
- are  relieved  by  participating  in  sports. 

It  is  well  known  that  aggressiveness  and  com- 
petitiveness are  a natural  part  of  life.  Our  sports 
can  reduce  delinquency,  crime,  and  violence.  They 
are  capable  of  meeting  many  emotional  needs,  im- 
proving self-esteem,  and  permitting  a relief  of  inner 
tensions.  They  allow  for  social  contacts  and  are 
definitely  a maturing  experience. 

THE  GASTROINTESTINAL  TRACT 

As  to  feeding  of  the  athletes  and  his  G.I.  tract 
Rose  and  Fuenning5  state:  “It  is  easy  to  pose  a 
problem,  but  less  easy  to  offer  a solution.”  Should 
you  feed  or  not  feed  an  athlete?  If  not,  as  is  most 
common  with  track  men,  how  are  you  going  to  ap- 
pease that  huge,  hungry  football  player?  They  be- 
lieve that  there  is  a solution  to  the  problem 
particularly  of  pre-game  feeding.  “The  degree  to 
which  the  gastric  contents  have  been  reduced  to  a 
fluid  or  semi-fluid  consistency  appears  to  be  an 
important  factor  determining  the  rate  of  emptying 
(Continued  on  Page  341) 
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^et’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


HYDROXYZINE 

PAMOATE 

an  antianxiety 
agent  that 
serves 

a human  need.. 

“The  danger  involved  in  prescribing  dependency  produc- 
ing medication  for  relief  of  anxiety  lies  in  the  fact  that 
we  do  not  know  in  advance  the  dependency  proneness  of 
the  individual.”1 

A woman  who  is  undergoing  the  emotional  stresses  of 
the  menopause  may,  for  the  first  time,  need  an  antianxiety 
agent.  But  she  may  also  be  susceptible  to  drug  abuse. 

Vistaril  can  fulfill  the  need  for  tranquilization  without 
creating  a new  need  — dependency. 

Vistaril  calms  anxiety  and  agitation  quickly  — usually 
begins  to  work  in  15-30  minutes.  And,  in  more  than  ten 
years  of  clinical  use,  after  more  than  a billion  doses  to 
date,  there  have  been  no  reported  instances  of  dependency 
on  hydroxyzine. 

When  the  need  for  antianxiety  medication  is  reduced  or 
no  longer  exists,  Vistaril  dosage  may  be  lowered  or  dis- 
continued without  ill  effects. 

Recommended  starting  dose , anxious  menopausal 
patient,  50  mg.  t.i.d. 

With  Vistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


without 
xeating 
i new  one. 


Contraindications : Hypersensitivity  to  hydroxyzine.  The  parenteral  solu- 
tion, for  intramuscular  or  intravenous  use,  must  not  be  injected  sub- 
cutaneously or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat,  and  rabbit 
induced  fetal  abnormalities  in  the  rat  at  doses  substantially  above  the 
human  therapeutic  range.  Clinical  data  in  human  beings  are  inadequate. 
Until  adequate  data  are  available  to  establish  safety  in  early  pregnancy, 
hydroxyzine  is  contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central  nervous 
system  depressants  such  as  narcotics  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased  as  much  as  50%.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramus- 
cular injection  should  be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  Hydroxyzine  parenteral 
solution  for  intramuscular  use  should  be  injected  well  within  the  body  of 
a relatively  large  muscle.  In  adults,  the  preferred  sites  are  the  upper  outer 
quadrant  of  the  buttock  (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
In  children,  preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region  should  only 
be  used  when  necessary,  as  in  burn  patients,  in  order  to  minimize  the 
possibility  of  damage  to  the  sciatic  nerve.  The  deltoid  area  should  be  used 
only  if  well  developed,  such  as  in  certain  adults  and  older  children,  and 
only  with  caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspiration  should 
be  done  to  help  avoid  intravascular  injection.  On  reported  intravenous 
injection  a few  instances  of  digital  gangrene  have  occurred  distal  to  the 
injection  site,  considered  to  be  due  to  inadvertent  intra-arterial  injec- 
tion or  possibly  periarterial  extravasation.  Therefore,  particular  caution 
(aspiration  and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  accomplished  slowly,  no  faster 
than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose.  In 
order  to  avoid  possible  adverse  effects  it  is  recommended  that  hydroxy- 
zine parenteral  solution  be  diluted  to  at  least  50  cc.  with  sterile  normal 
saline  and  administered  over  a period  of  four  minutes  or  more,  preferably 
into  the  tubing  of  a running  intravenous  infusion. 

The  intravenous  administration  of  this  drug  is  not  recommended  for 
children  under  12  years  of  age. 

Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually  transitory 
and  may  disappear  in  a few  days  of  continued  therapy  or  upon  dosage 
reduction.  Dryness  of  the  mouth  may  occur  with  higher  doses.  Involun- 
tary motor  activity,  including  rare  instances  of  tremor  and  convulsions, 
has  been  reported,  usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal  amounts 
of  intravascular  hemolysis  occur  at  the  site  of  injection.  Giving  the  maxi- 
mum recommended  intravenous  dose  (100  mg.)  to  adults  results  in  imme- 
diate transient  hemolysis  with  the  liberation  of  a total  of  2-3  grams  of 
hemoglobin,  which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction  from  which 
approximately  8 Gm.  of  hemoglobin  are  liberated  every  24  hours.  If  the 
hydroxyzine  is  diluted  with  50  ec.  of  normal  saline  and  given  during  a 
period  of  four  minutes  or  more,  this  phenomenon  does  not  occur. 

Supply : Yistaril  (hydroxyzine  pamoate)  Capsules : Equivalent  to  25  mg., 
50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxyzine  pamoate)  Oral 
Suspension  : Equivalent  to  25  mg.  hydroxyzine  HC1  per  5 cc.  teaspoonful. 
Yistaril  (hydroxyzine  HC1)  Parenteral  Solution:  25  mg./cc.— 10  cc.  vial 
and  50  mg./cc.— 2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc. 
per  unit. 

More  detailed  professional  information  available  on  request. 

References : 1.  Greenhouse,  H.  R. : Medication  and  the  Dependent  Per- 
sonality, Symposium  of  Non-Narcotic  Drug  Dependency  and  Addiction, 
The  Amer.  Psychiat.  Assn.,  N.Y.  County  Dist.  Branch,  New  York,  N.Y., 
March  10, 1966. 
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itching 
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of  trichomonal  vaginitis... 


Flagyl 

brand  of 

metronidazole 


tablets/ inserts 


brings 

•clinical  cures 
• microscopic  cures 
•culture  cures 


For  the  most  widespread  form  of  vagi- 
nitis the  most  widely  successful  thera- 
peutic agent,  Flagyl,  is  clearly  indi- 
cated. 

In  trichomonal  vaginitis,  most  physi- 
cians have  reported  a cure-rate  of  95 
per  cent  or  more  with  Flagyl  when  in- 
fected male  partners  are  treated  con- 
currently and  when  treatment  is 
repeated  for  occasional  refractory  in- 
fections in  women. 

Among  the  few  patients  who  do  not 
respond  to  Flagyl  are  those  who  may 
not  have  taken  the  prescribed  dosage 
and  those  who  may  have  been  rein- 
fected. 

This  high  rate  of  cure  obtained  with 
Flagyl  is  unparalleled.  Only  systemi- 
cally  active  Flagyl  reaches  the  hidden 
reservoirs  of  reinfection  in  male  and 
female  genitourinary  tracts. 

Indications:  Flagyl  is  indicated  only  in  the 
treatment  of  trichomoniasis  in  both  the  male 
and  female. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  es- 
pecially if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 
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Research  in  the  Service  of  Medicine 


FACT 


LEGEND 


LOST  THE  BATTLE 
OF  WATERLOO  BECAUSE 
HE  WAS  TOO  FAT! 


ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890, 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  " IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT." 


SOURCE:  JAMA  186:65  (OCT.S)  >963. 


S&O  ms 


PRO 


THE  BOOK  "PRAy  YOUR  WEIGHT  AWAY  " URGES  READERS  TO 
"ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY.  MOOD  AND  PH  ENO  BARBITAL  TO  HELP  REDUCE  ANXIETY. 


ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
VERY  ANXIOUS  OR  DEPRESSED."*  THE  AMBAR  FORMULA 
PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 


source:  rev.  cm  shedd:  NEW  YORK.  LIPPINCOTT,  >958. 


* SOURCE:  ARCHIVES  OF  GENERAL  PSYCHIATRY  8 26  ( JUNE  1963). 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOS1 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs1 —methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambai 
' suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  oi 
sympathomimetics;  patients  with  advancec 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau 
tion  in  the  presence  of  cardiovascular  disease  or  hypertension 
Side  Effects:  Nervousness  or  excitement  occasionally  noted 
but  usually  infrequent  at  recommended  dosages.  Slight  draws 
iness  has  been  reported  rarely.  See  package  insert  for  furthci 
details.  a.  h.  robins  company.  Z|,U»nnRIM^ 

RICHMOND,  VA.  23220  **  *■  j^UDllNj' 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


a solution 
to  peptic  ulcer 
distress 

(Stuartl 

Division/Pasadena,  Calif. 

ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.i.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


When  the  agitated  geriatric  disrupts  the  home. . . 


His  daughter 
can’t  please  him. 
There  is  “just 
no  living  with  him 


His  disturbances 
at  the  table 
make  every  meal 
a nightmare. 


His  teen-age 
granddaughter  won’t 
invite  friends  home 
because  of  his  outbursts. 


His  slovenly 
room  and  habits 
create  more 
tension. 


In  moderate  to  severe  anxiety . . . 


■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 
realistic  contact  with  environment,  closer 
harmony  with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro 
pine,  and  phosphorus  insecticides.  Where  complete  mental  alert  | 
ness  is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial 
ly  in  female  patients)  has  been  observed 
Epinephrine  should  be  avoided  in  treat 
ment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  anq 
other  extrapyramidal  disorders  are  in 
frequent;  drowsiness,  especially  in  high' 
doses  early  in  treatment,  may  occur 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe 
ripheral  edema,  lactation,  galactorrhea 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril’ 

(thioridazine) 
25  mg  t.i.d A 


Before  prescribing , see  package  insert  for  full  product  information. 
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ASPECTS  IN  SPORTS 

(Continued  from  Page  340) 

of  the  stomach.”  Solid  particles  act  as  mechanical 
stimuli,  which,  coming  into  contact  with  the  py- 
lorus, cause  pyloric  closure  and  prevent  emptying 
of  the  stomach  until  the  food  mass  is  fluid  or  semi- 
fluid. 

Emotional  stress  may  also  cause  delayed  empty- 
ing and  symptoms  of  indigestion.  But  fluids  and 
semi-fluids  commence  to  leave  the  stomach  almost 
immediately  after  being  swallowed.  Rose  and  Fuen- 
ning5  believe  that  steak  and  potatoes  should  be 
taboo,  but  there  are  on  the  market  certain  protein 
hydrolysate  mixtures  with  added  carbohydrate  and 
vitamins,  which,  when  mixed  mith  milk  as  a milk 
shake,  produce  a palatable  cold  drink  containing 
about  2,400  calories/quart. 

The  mixture  is  liquid  and  would  be  expected  to 
leave  the  stomach  at  once.  It  is  predigested  so  that 
absorption  should  be  rapid,  concentrated  in  a small 
volume.  Two  marketed  protein  hydrolysates  are 
available  under  the  trade  names  of  Sustigen®  and 
Meritene.®  Actually,  haven't  we  all  felt  sluggish 
and  like  lying  down  after  a heavy  meal? 

WEIGHT  REDUCTION  AND  DIET  REGIMES 

From  my  observations,  athletes  subjected  to 
weight  reduction  and  dieting  regimes  as  part  of 
their  conditioning  programs  are  not  apt  to  show 
emotional  disequilibrium  and  depression  as  is  the 
case  with  non-athletes  confronted  with  problems  of 
obesity.  This  was  brought  out  by  Fischer,7  who 
stated  that  achievement  in  sports  and  “the  emo- 
tional feeding”  or  satisfaction  derived  from  group 
participation  prevent  depression.  For  example,  it 
has  been  said  for  a large  number  of  overweight  per- 
sons that  the  current  widespread  prescription  of  a 
reducing  diet  had  unfortunate  consequences. 

Emotional  states  of  depression  have  followed 
weight  reduction  regimes.  Obesity  has  been  con- 
sidered a defense  against  depression  according  to 
some.  An  important  factor  is  that  athletes  do  not 
have  a high  level  of  anxiety. 

HEADACHE 

It  has  been  said  that  formerly  syphilis  was  the 
great  destroyer  of  the  nervous  system.  Now  it  is 
trauma.  Migraine,  a psychosomatic  disorder,  may 
occur  on  or  off  the  athletic  field  — but  it  should 
not  be  difficult  to  distinguish  from  concussion. 

Denny-Brown  emphasizes  that  concussion  occurs 
when  the  head  is  thrown  suddenly  and  violently 
into  motion,  or  is  suddenly  stopped  when  in  motion. 
The  clinician  might  correlate  a period  of  wide- 
spread nervous  excitation  with  “seeing  stars.”  This 
is  followed  by  a lack  of  response,  paralysis,  and 
amnesia.  The  electroencephalogram  shows  the  ce- 
rebrum to  be  widely  affected 

The  important  thing  to  remember  is  that  in  con- 


cussion the  reaction  is  instantaneous  and  transitory, 
which  distinguishes  it  from  cerebral  contusion,  es- 
sentially a bruise  of  the  brain.  Contusion  of  the 
brain  may  result  from  slow  pressure  without  loss 
of  consciousness.  Contusion  and  laceration  may 
sometimes  accompany  concussion. 

CORONARY  HEART  DISEASE  AND 
PSYCHOLOGICAL  TYPE 

It  is  a recurring  theme  in  the  literature  that  men 
with  coronary  heart  disease  are  more  anxious  and 
more  depressed,  that  they  have  a tendency  to  com- 
plain about  somatic  symptoms,  and  have  greater 
feelings  of  inner  tension. 

The  relative  effects  of  exercise  on  the  one  hand, 
and  psychic  stress  on  the  other,  have  been  studied 
by  a number  of  investigators.  A cardiovascular 
pressor  response  is  usual,  though  at  times  one  sees 
a depressor  response  with  stress.  When  psychic 
stress  and  exercise  are  combined,  the  cardiovascu- 
lar adaptations  are  frequently  excessive.  An  elec- 
trocardiogram may  show  significant  changes. 

It  may  be  that  the  player  merely  is  under  stress 
or  has  a conflict  and  wants  to  talk.  We  are  all  re- 
lieved by  talking  things  out,  getting  things  off  our 
chests. 

ANXIETY 

This  fall  we  shall  all  experience  anxiety:  Coach- 
es, trainers,  players,  and  even  spectators. 

The  definition  of  anxiety  is  a distressing  state 
of  mind  with  associated  physiological  concomitants. 
The  symptoms  of  anxiety  are:  shortness  of  breath, 
headache,  pain  in  the  chest,  palpitations,  loss  of 
energy,  diarrhea,  sleeplessness,  and  loss  of  appetite. 
It  should  be  fairly  easy  for  the  internist  and  ortho- 
pedic surgeon  to  differentiate  between:  (1)  car- 
diac neurosis  and  heart  disease,  ( 2 ) rheumatoid 
arthritis  and  whiplash,  (3)  ruptured  viscus  and  a 
fractured  rib,  and  (4)  thyroid  storm  and  an  emo- 
tional storm  — or  even  a temper  tantrum. 

PSYCHOLOGICAL  ASPECTS  OF  PAIN 

There  are  no  “ouchless”  bandages  or  mother's 
love  on  the  football  field.  Pain  and  suffering  are 
not  the  same  thing.  A mild  pain  may  cause  much 
suffering  because  of  its  meaning  to  the  individual. 
Life  experience  and  conditioning  determine  to  a 
great  degree  how  one  will  react. 

Persons  living  happy  lives  — - full  of  interests  - 
can  tolerate  pain  that  would  tumble  the  rigid  and 
psychologically  impoverished  person,  who  has  ap- 
peared normal  for  years  and  who  may  have  neu- 
rotic patterns  that  are  stimulated  by  the  occurence 
of  pain. 

A common  psvchoneurotic  reaction  is  to  regress 
to  a childish  pattern  and  make  use  of  pain  to  get 
special  care  and  attention. 

(Conl'inued  on  next  page) 
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VARIETIES  OF  PSYCHOSOMATIC  DISORDERS 
COMMONLY  ENCOUNTERED 

(These  are  disturbances  to  which  there  is  a rela- 
tionship between  the  situation  and  emotional  fac- 
tors and  the  response.) 

I.  G.I.  Tract 

A.  Peptic  Ulcer  — uusally  tense,  active,  ambi- 

tious individuals  on  the  go 

B.  Mucous  Colitis  — usually  an  obessive,  com- 

pulsive individual,  rigid,  mildly  aggressive 

II.  Diseases  Associated  with  Allergies 

A.  Bronchial  Asthma 

B.  Hay  fever 

C.  Angioneurotic  Edema 

III.  Cardiovascular  System 

A.  Raynaud's  Disease 

B.  Essential  Hypertension  — usually  active,  ag- 

gressive persons  with  chip  on  shoulder,  hos- 
tile attitude 

C.  Coronary 

IV.  Endocrine 

A.  Hyperthvroid  — tense,  anxious,  and  nervous 

V.  Rheumatoid  Arthritis  - — anger  or  fright  cause 
Exacerbations 

VI.  Epilepsy  — disturbing  emotional  situations 
can  precipitate  convulsions  even  in  idiopathic 
epilepsy 

VII.  Migrane  — rigid,  perfectionistic,  hostile 
Numerous  studies  have  revealed  that  there 
may  be  an  association  with  a lowering  of  the 
serotonin  level.  This  should  be  differentiated 
from  post-traumatic  headache 

VIII.  Neuro-dermatosis  — obsessive  compulsive, 
tendency  to  ruminate,  hostile 
Precipitating  factors:  infection,  trauma,  al- 
lergen. 

It  is  well  to  keep  in  mind  that  80  per  cent  give 
a history  of  eczema  in  the  first  year  of  life.  Fifty 
per  cent  had  bronchial  symptoms  usually  seasonal 
in  the  fall  and  winter.  It  is  more  common  in  fe- 
males. The  characteristic  manifestation  was  itch- 
ing. Most  common  locations  were  the  face  and 
antecubital  fossa.  The  skin  may  become  thick  and 
have  excoriations  instead  of  the  usual  erythema. 
ACTH  and  cortisone  have  proved  useful. 

Recently  at  the  International  Dermatological 
Congress  it  was  reported  that  estrogen  reduces  dos- 
age of  steroids  used  to  treat  chronic  skin  disease. 
Doctor  Arthur  S.  Spangler,  Assistant  in  Derma- 
tology at  Harvard  Medical  School,  said  that  in 
thirteen  patients  with  chronic  skin  disease  followed 
for  1 to  4 years  the  daily  dosage  of  hydrocortisone 
could  be  reducel  from  400  mg.  to  as  little  as  40  mg. 
when  chlorotrianisene  was  given  in  a dosage  equiv- 
alent to  100  mg.  of  stilbestrol. 

Psychosomatic  disorders  and  other  emotional  ills 
must  be  taken  into  consideration  and  treated.  In 
psychosomatic  disorders  the  disturbance  involves 


the  central  nervous  system,  which  includes  the  sym- 
pathetic and  parasympathetic  with  their  antago- 
nistic actions.  The  autonomic  nervous  system  has 
both  cortical  representation  in  the  precentral  re- 
gion and  hypothalamic. 

Some  individuals  react  with  exaggerated  sympa- 
thetic response,  some  with  parasympathetic,  some 
with  both,  and  some  with  neither. 

Selye  has  contributed  much  to  our  knowledge  of 
stress  reactions  and  the  effects  of  ACTH  and  cor- 
tisone. These  link  the  emotions  with  the  autonomic 
nervous  system  and  the  visceral  brain  or  the  lym- 
bic  system.  This  lymbic  system  or  visceral  brain, 
together  with  the  rhinencephalon,  plays  a funda- 
mental part  in  emotional  behavior.  It  has  been  said 
that  what  a person  feels  is  a function  of  his  lymbic 
system,  and  what  he  thinks  is  a function  of  the 
cortex. 

PAIN  AND  INSECURITY 

Pain,  like  a coin,  has  two  sides  — organic  and 
psychic.  Perhaps  some  individuals  have  even  capi- 
talized upon  this,  claiming  an  injury  to  stop  the 
clock  at  a crucial  point  of  the  game  or  with  time 
running  out.  However,  I wish  to  emphasize  that  a 
careful  examination  should  always  be  done  to  rule 
out  serious  injury,  particularly  since  serious  injury 
often  exists  without  pain. 

CAUTION  AND  INSECURITY 

Whereas  it  is  wise  to  be  cautious  in  any  situation, 
the  person  overwhelmed  by  fear  may  be  indecisive. 
Every  coach  knows  that  there  is  such  a thing  as  a 
quarterback  who  panics  or  is  paralyzed  by  fear  and 
perhaps  calls  the  same  play  over  and  over  for  fear 
of  making  a mistake  or  being  wrong.  And,  of  course, 
there  exists  the  better  integrated  personality,  the 
more  daring  quarterback.  Such  an  individual  may 
radiate  confidence,  and  this  can  be  an  infectious 
quality. 

The  morose,  overcompensating,  boastful,  grand- 
iose, irritable,  touchy,  or  defensive  person  may  be 
hiding  his  insecurity  or  fears.  This  may  be  the 
result  of  heavy  schedules,  laboratory  commitments, 
family  responsibilities,  and  other  conflicting  pres- 
sures, frustrations,  and  tensions,  which  may  result 
in  behavior  problems  and  neurotic  ills. 

The  athlete  who  is  overcompensating  is  well 
known  as  the  spotlight  grabber,  though  he  may  put 
out  great  effort  on  occasion.  I understand  that  even 
the  coaches  put  a premium  on  consistency.  Even 
the  coaches  recognize  the  dangers  of  an  athlete’s 
having  to  be  the  best  and  only  player. 

There  is  nothing  wrong  with  being  the  best,  for 
we  all  love  a winner;  but  we,  in  our  business,  feel 
that  it  is  important  in  the  game  of  life  to  learn  to 
handle  frustrations. 

The  coach  must  himself  be  flexible,  for  as  in 
group  psychotherapy,  the  results  depend  upon  a 
good  leader.  He  must  himself  be  stable  and  able  to 
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handle  at  times  hostile  assault  from  spectators, 
alumni,  and  players.  1 understand  there  are  now 
love-ins.  Perhaps  we  should  have  hate-outs:  griping 
sessions  have  therapeutic  value. 

SUMMARY 

As  in  the  management  of  nervous  disorders  and 
in  dealing  successfully  with  groups  of  people,  we 
must  be  knowledgeable  and  we  must  take  time. 
Aggression,  competition,  and  anxiety  are  a part  of 
life.  Psychiatrists  utilized  in  college,  in  industry, 
and  in  the  military  indicate  a major  need,  as  well 
as  usefulness.  An  alarming  number  of  college  stu- 
dents require  psychiatric  treatment,  although  ath- 
letes fare  better  than  non-athletes. 

Coaches  and  trainers  should  present  themselves 
to  their  players  as  human  beings  much  as  does  the 
psychiatrist  to  his  patient. 

Though  the  athlete  should  have  achieved  ma- 
turity by  the  time  he  enters  college,  there  may  have 
been  delayed  maturation  psychologically.  In  this 
case  the  coaches  and  trainer  are  invested  with  a 
great  deal  of  meaning  and  significance.  The  aims 
and  principles  of  psychotherapy  and  those  of  the 
ideal  coach  are  identical  with  those  of  the  old- 
fashioned  country  doctor. 

A personality  assessment  and  a psychosomatic 
profile  of  all  players  will  prove  beneficial. 

As  in  combat,  the  outcome  of  a skirmish  depends 
upon  good  leadership.  It  is,  therefore,  the  duty  of 
coaches  and  trainers  to  provide  good  leadership  and 
to  see  to  it  that  there  is  emotional  balance  and 
peace  of  mind  among  the  members  of  the  squad. 
A hard-boiled  approach  and  discipline  are  neces- 
sary to  mold  good  players  into  a winning  team,  but 
leadership  and  understanding  must  not  be  sacri- 
ficed. 
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INTRATHECAL  STEROID 
ADMINISTRATION  IN 
POSTOPERATIVE  ARACHNOIDITIS 

(Concluded  from  Page  338) 

lidocaine  (Xylocaine®)  and  manipulation  of  the 
spine  following  the  injections.  The  addition  of  Xy- 
locaine® to  the  intrathecal  injection  of  steroids  and 
some  manipulations  may  be  indicated,  although  I 
consider  manipulations  of  doubtful  value. 

SUMMARY 

This  is  the  report  of  twelve  cases  treated  over  a 
period  of  ten  years  in  which  corticosteroids  were 
injected  intrathecally  for  pain  persisting  after  sim- 
ple intervertebral  disc  removal  or  intervertebral 
disc  removal  with  spine  fusion.  In  ten  of  the  cases 
no  improvement  was  obtained  after  two  intrathecal 
injections  given  one  week  apart.  Favorable  results 
were  obtained  in  the  two  remaining  cases. 

Depo-Medrol®  was  used  in  all  cases  except  one, 
in  which  Solu-Cortef®  was  used.  The  corticosteroids 
seem  to  inhibit  inflammation  by  acting  directly  at 
the  cellular  level. 

On  the  basis  of  my  small  series  and  reports  in 
the  literature  intrathecal  injection  of  corticosteroids 
with  or  without  Xylocaine®  and  manipulations  may 
have  a place  in  the  treatment  of  persistent  back 
pain  following  disc  surgery. 
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ONE  SENTENCE  ESSAY 

The  problem  of  dissent  does  not  arise  because 
anyone  is  suppressing  it.  The  problem  arises  be- 
cause all  too  many  dissenters  assert  rights  and  priv- 
ileges ordinary  citizens  do  not  claim. 

. . . Wall  Street  Journal 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidiri 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/allergic  u.r.i.,  ACH ROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 

Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 

Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 

Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal-anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  K.idney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions- urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver- cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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A MEDICAL  SCHOOL  IS  A MEDICAL  SCHOOL  IS  A MEDICAL  SCHOOL 


A major  reorganization  of  the  administrative 
structure  of  the  Division  of  Biological  and  Medical 
Sciences  at  Brown  was  announced  recently  by  Uni- 
versity President  Ray  L.  Heffner.  Pierre  M.  Gal- 
letti,  M.D.,  Ph.D.,  a physiologist,  was  named  chair- 
man of  the  Division  responsible  for  its  administra- 
tive and  budgetary  coordination 

At  the  same  time  President  Heffner  announced 
an  executive  committee  of  13  faculty  members  with 
each  serving  also  as  the  leader  of  the  several  sec- 
tions into  which  the  teaching  and  research  concerns 
of  the  Division  will  be  divided.  [Members  of  the 
executive  committee  and  the  sections  they  will  head 
were  named  as  follows: 

Dr.  Herman  B.  Chase  population  biology  and 
genetics;  Dr.  Boris  Rotman,  microbiology  and  mo- 
lecular biology;  Dr.  Mac  V.  Edds,  Jr.,  develop- 
mental biology;  Dr.  Julien  L.  Van  Lancker,  path- 
ology; Dr.  Elizabeth  Leduc,  cell  biology  and  cy- 
tology Dr.  George  E.  Erikson,  morphology;  Dr. 
Robert  E.  Parks,  Jr.,  biochemical  pharmacology; 
Dr.  Paul  E.  Fenton,  physiological  chemistry;  Dr. 
Peter  A.  Stewart,  physiology  and  biophysics;  Dr. 
Jean  M.  Marshall,  neural  sciences;  Dr.  Andrew 
Holinowinsky,  botany;  Dr.  Milton  W.  Hamolsky, 
medicine;  Dr.  Fiorindo  A.  Simeone,  surgery. 

Doctor  Galletti,  who  will  serve  as  chairman  of 
the  committee,  is  a native  of  Monthey,  Switzerland, 
received  his  M.D.  and  Ph.D.  degrees  at  the  Uni- 
versity of  Lausanne,  Switzerland,  and  served  as 
professor  of  physiology  at  Emory  University  before 
joining  the  Brown  faculty  last  year. 


The  reasons  given  for  the  reorganization  were 
outlined  by  President  Heffner  as  follows:  ‘‘The 
rapid  growth  in  the  size  and  complexity  of  the  Di- 
vision now  requires  a more  formal  administrative 
structure  to  accommodate  and  properly  channel  in- 
formation and  responsibilities.  One  of  the  principal 
aims  of  the  structure  is  to  preserve,  indeed  strength- 
en, the  unity  of  the  Division  and  to  maintain  the 
medical  program  as  an  integral  part  of  the  Uni- 
versity curriculum.  It  is  intended  that  this  struc- 
ture will  remain  flexible.  Additional  sections  may 
be  established  as  new  areas  of  interest  are  identi- 
fied and  activated.” 

The  executive  committee  will  deal  with  curricu- 
lum, multidisciplinary  laboratories,  student  affairs, 
animal  care,  and  hospital  liaison. 

Effort  is  now  being  directed  toward  attracting 
larger  classes  in  the  six-year  program  during  the 
ensuing  years.  It  has  also  been  implied  in  Universi- 
ty circles  that  Brown  will  embark  on  the  clinical 
years  leading  to  the  [M.D.  degree  during  the  next 
two  or  three  years. 

There  is  still  fear  however,  that  the  establish- 
ment of  a formal  ‘‘Medical  School”  at  Brown  will 
result  in  the  submerging  of  the  fine  old  liberal  arts 
University  by  a huge  trade  school  colossus.  The 
integrated  program  and  the  close  scholarly  associ- 
ation of  the  medical  scientists  with  the  basic  sci- 
entists, which  the  program  is  intended  to  foster, 
appear  to  have  considerable  validity. 

Yet,  it  seems  to  us  that  disparaging  the  “Medi- 
cal School”  concept  is  harmful  and  will  in  the  long 
run  retard  progress. 


INFECTIOUS  DRUG  RESISTANCE 


The  initial  shock  of  incoherence  scored  by  the 
above  title  is  gracefully  resolved  in  lucid  detail  in 
the  leading  article  of  the  Scientific  American  for 
December,  1967.  Doctor  T.  Watanabe  of  Tokyo 
there  recalls  the  case  of  a Japanese  woman  sick  with 
dysentery  from  whom  was  cultured  Shigella  found 
to  be  simultaneously  resistant  to  four  different 
agents:  sulfanilamide,  streptomycin,  chlorampheni- 
col, and  tetracycline.  This  phenomonon  of  resistance 
to  multiple  drugs  was  later  found  in  Shigella  epi- 
demics. Furthermore,  E.  coli  cultured  from  the  same 
sources  demonstrated  the  same  pattern  of  four- 
drug  resistance.  This  unusual  pattern  of  drug  resis- 


tance in  different  species  of  bacteria  suggested  to 
T.  Akiba  of  Tokyo  University  that  the  E.  coli  might 
have  transmitted  their  pattern  of  resistance  to  pre- 
viously sensitive  Shigellae.  The  idea  promptly  led 
to  appropriate  testing  and  the  demonstration  of 
transmission  of  resistance,  later  confirmed  for  bac- 
teria in  liquid  media,  animals,  and  human  volun- 
teers. Here  was  a new  discovery,  indeed,  that  a 
strain  of  resistant  E.  coli  could  transmit  or  infect 
a sensitive  Shigella.  Bacterial  resistance  had  pre- 
viously been  thought  to  be  due  to  survival  of  a 
resistant  bacterial  mutant  in  a universe  of  sensitive 
(Continued  on  next  page) 
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organisms  succumbing  to  a hostile  environment. 
Elaboration  of  the  theme  of  infectious  drug  resist- 
ance demontrated  that  the  resistance  factor  (R) 
is  transmitted  by  conjugation  of  male  and  female 
bacteria.  A remarkable  electron  micrograph  of  con- 
jugating male  and  femal  bacteria  illustrates  the  ar- 
ticle and  seems  to  have  eluded  the  mail  censors 
despite  its  pornographic  qualities. 

Infectious  drug  resistance  is  a choice  sample  of 


the  offerings  available  in  Scientific  American  of 
interest  to  physicians.  This  delightful  journal  cov- 
ers a wide  range  of  scientific  subjects  presented 
in  attractive  and  popular  style.  Articles  on  biology, 
botany,  chemistry,  physics,  mathematics,  and  as- 
tronomy follow  one  another  in  profusion.  At  a time 
when  specialized  interests  tend  increasingly  to  iso- 
late us,  a countercurrent  of  information  like  this 
is  a treasure  well  worth  sounding. 


MEASLES  PROTECTION 


As  of  December  31,  1967,  25  million  children  in 
the  United  States  had  received  measles  vaccine.  It 
is  estimated  that  this  degree  of  protection  has  al- 
ready prevented  25,000  cases  of  measles  encepha- 
litis and  10,000  cases  of  mental  retardation. 

Rhode  Island  ranks  very  high  in  percentage  of 
protection  in  both  the  pre-school  and  school-age 
groups.  In  the  pre-school  group,  the  hardest  to 
reach,  the  immunization  rate  was  91  per  cent,  the 
highest  in  the  nation.  Next  highest  was  Alaska  with 
85  per  cent. 

In  the  school-age  category,  more  readily  accessi- 
ble, Rhode  Island  did  not  rank  first,  although  it 


scored  a creditable  93  per  cent.  Several  other  states 
and  counties  equaled  or  exceeded  this  figure,  but 
none  was  higher  than  95  per  cent. 

The  Rhode  Island  State  Department  of  Health 
is  to  be  congratulated  for  this  excellent  record,  and 
the  Rhode  Island  Medical  Society  can  be  justly 
proud  of  its  active  participation.  Eternal  vigilance 
is  necessary,  however,  to  keep  protection  in  the 
pre-school  group  at  this  highly  satisfactory  level, 
but  the  effort  is  very  much  worthwhile.  It  is  an 
area  in  which  the  private  practitioner  and  neigh- 
borhood clinics  have  a large  role  and  responsibility. 

We  look  forward  to  similar  accomplishments  in 
mumps  and  rubella  in  the  near  future. 


NEW  GUIDELINES  ON  PROFESSIONAL  COURTESY 


Since  time  immemorial  professional  courtesy  has 
been  an  honored  custom  in  medical  practice.  Do 
not  increasing  specialization,  changes  in  medical 
practice,  and  the  prevalence  of  third  party  coverage 
among  physicians  themselves  warrant  a review  of 
ethical  standards  relating  to  professional  courtesy? 
Spurred  on  by  a flood  of  requests  from  physicians, 
the  Judicial  Council  of  the  AMA  recently  reviewed 
the  subject  and  concluded  that  a restatement  was 
indeed  warranted. 

To  provide  physicians  with  up-to-date  guidance 
in  the  matter  of  professional  courtesy,  the  Judicial 
Council  adopted  the  following  opinion: 

“The  custom  of  professional  courtesy  embodies 
the  ancient  tradition  of  fraternalism  among  physi- 
cians in  the  art  which  they  share,  and  their  mu- 
tual concern  to  apply  their  learning  for  the  benefit 
of  one  another  as  well  as  their  patients.  The  Judi- 
cial Council  reaffirms  and  endorses  the  principle 
of  professional  courtesy  as  a noble  tradition  that  is 
adaptable  to  the  changing  scene  of  medical  prac- 
tice. 

‘‘Professional  courtesy  is  not  a rule  of  conduct 
that  is  to  be  enforced  under  threat  of  penalty  of 
any  kind.  It  is  the  individual  responsibility  of  the 
physician  to  determine  for  himself  and  within  his 
own  conscience  to  whom  and  the  extent  to  which 
he  shall  allow  a discount  from  his  usual  and  cus- 


tomary fees  for  the  professional  services  he  renders, 
and  to  whom  he  shall  render  such  services  without 
charge  as  professional  courtesy. 

“1.  Where  professional  courtesy  is  offered  by  a 
physician  but  the  recipient  of  services  insists  upon 
payment,  the  physician  need  not  be  embarrassed  to 
accept  a fee  for  his  services. 

‘‘2.  Professional  courtesy  is  a tradition  that  ap- 
plies solely  to  the  relationship  that  exists  among 
physicians.  If  a physician  or  his  dependents  have 
insurance  benefits  for  medical  or  surgical  care,  a 
physician  who  renders  such  service  may  accept  the 
insurance  benefits  without  violating  the  traditional 
ethical  practice  of  physicians  caring  for  the  med- 
ical needs  of  colleagues  and  their  dependents  with- 
out charge. 

“3.  In  the  situation  where  a physician  is  called 
upon  to  render  services  to  other  physicians  or  their 
immediate  families  with  such  frequency  as  to  in- 
volve a significant  proportion  of  his  professional 
time,  or  in  cases  of  long-term  extended  treatment, 
fees  may  be  charged  on  an  adjusted  basis  so  as  not 
to  impose  an  unreasonable  burden  upon  the  phy- 
sician rendering  services. 

‘‘4.  Professional  courtesy  should  always  be  ex- 
tended without  qualification  to  the  physician  in 
financial  hardship  and  members  of  his  immediate 
family  who  are  dependent  upon  him.’’ 
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BIOCHEMICAL  ENGINEERING  AT  BROWN  UNIVERSITY 


This  Journal  some  months  ago  welcomed  the 
news  that  Brown  University  was  studying  the  feasi- 
bility of  setting  up  a Biomedical  Engineering  Cen- 
ter. We  are  pleased  that  the  University  has  now 
announced  the  establishment  of  such  a Center  to 
be  designated  the  Center  for  Biophysical  and  Bio- 
medical Engineering.  The  activities  of  the  Center 
have  been  grouped  into  three  programs:  biomedical 
engineering,  molecular  biophysics  and  biochemistry, 
and  theoretic  and  mathematical  biophysics.  Through 
the  Center  physicians,  engineers,  physicists,  biolo- 
gists, chemists,  and  mathematicians  on  the  faculty 
will  collaborate  on  many  types  of  problems,  includ- 
ing the  development  of  artificial  organs  and  other 
body  parts. 

Each  of  the  three  programs  in  the  Center  will  be 
administered  by  its  own  faculty  committee  and  co- 
ordinated by  a fourth  committee  headed  by  the 
chairman  of  the  Brown  division  of  engineering.  The 
Center  will  have  three  principal  purposes: 

1.  To  bring  together  specific  specialists  in  re- 
search to  get  a closer  look  at  the  biological  phe- 
nomena of  the  human  body. 


2.  To  bring  to  biology  the  analytical  powers  of 
the  analysis  of  systems  by  mathematicians  and  en- 
gineers to  gain  new  insights  into  the  human  body 
and  the  brain. 

3.  To  help  medicine  in  its  move  to  progress  on 
a grand  scale  into  the  area  of  improving  the  entire 
health  environment  rather  than  merely  alleviating 
individual  suffering. 

By  enabling  specialists  from  the  various  academic 
disciplines  to  work  together  and  engage  in  common 
activities,  techniques  developed  in  the  physical  sci- 
ences and  in  engineering  can  be  applied  to  the  sim- 
pler biological  systems. 

According  to  the  announcement  from  the  Uni- 
versity a major  preoccupation  of  the  specialists  in 
theoretical  and  mathematical  biophysics  will  be  the 
analysis  of  body  processes  too  complex  to  be  under- 
stood without  the  aid  of  computers,  engineering 
models,  and  advanced  mathematics. 

With  the  program  in  Medical  Sciences  at  Brown 
University  still  in  its  formative  stages,  the  Uni- 
versity has  an  excellent  opportunity  to  undertake 
this  new  interdisciplinary  project  with  a fresh  out- 
look. 
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this  year  publication  of  a United  States  Compen- 
dium of  Drugs. 

This  Compendium  would  be  prepared  by  the 
Secretary  of  Health,  Education,  and  Welfare,  in 
cooperation  with  pharmaceutical  manufacturers, 
who  would  bear  the  cost  of  its  publication,  and 
with  physicians  and  pharmacists. 

It  will  give  every  doctor,  pharmacy,  hospital  and 
other  health  care  institution  complete  and  accurate 
information  about  prescription  drugs  — use  and 
dosage,  warnings,  manufacturer,  generic  and  brand 
names,  and  facts  about  their  safety  and  effective- 
ness. 

THE  TRAGEDY  OF  ACCIDENTS 

More  than  630,000  Americans  died  in  accidents 
in  the  last  six  years. 

This  is  a tragedy  heightened  by  the  fact  that 
much  of  it  is  senseless  and  unnecessary. 

Thousands  of  deaths  will  be  prevented  under  the 
Highway  and  Traffic  Safety  laws  passed  by  the 
Congress  in  1966.  Thousands  more  can  be  pre- 
vented by  prompt  medical  attention. 

The  needed  medical  services  are  often  available. 
But  because  of  an  inadequate  rescue  system,  the 
victim  dies  before  he  reaches  the  hospital. 

The  conpelling  need  is  for  modern,  effective 
rescue  systems  to  give  immediate  attention  to  ac- 
cident victims  — on  the  spot  and  while  they  are 
being  speeded  to  the  hospitals. 

We  have  proven  excellent  rescue  systems  in  ac- 
tion, saving  fighting  men  injured  in  battle.  First  in 
Korea,  and  now  in  Vietnam,  the  military  has  shown 
the  speed  and  effectiveness  of  helicopter  crews, 
paramedical  personnel  and  communications  experts 
mobilized  to  save  the  lives  of  wounded  men. 

Few  States  and  communities  have  drawn  upon 
that  experience.  In  many  areas,  ambulance  crew- 
men are  not  even  trained  in  first  aid.  Ambulances 
themselves  are  rarely  well-equipped.  Communica- 
tions systems  are  inadequate,  if  they  exist  at  all. 

I have  directed  the  Secretaries  of  Transportation, 
Health,  Education,  and  Welfare,  and  Defense  to 
devise  a test  program  to  help  our  States  and  com- 
munities develop  effective  rescue  systems  to  fit 
their  own  needs. 

In  a previous  message  to  the  Congress  this  year, 
I proposed  the  Occupational  Safety  and  Health 
Act  of  1968,  to  safeguard  75  million  American 
workers  on  the  job. 

Through  this  Act  we  can  attack  the  conditions 
which  cause  nearly  15,000  deaths  and  2.2  million 
injuries  each  year. 

With  these  measures,  we  can  move  far  toward 
reducing  the  tragic  toll  of  accidental  death  and 
injury  in  America. 


PHYSICAL  FITNESS 

For  more  than  a decade  the  Federal  government 
has  taken  a direct  interest  in  improving  the  physi- 
cal fitness  of  Americans. 

President  Eisenhower,  President  Kennedy  and  I 
have  taken  steps  to  encourage  our  citizens  — par- 
ticularly the  young  — to  pursue  the  active  life. 

Through  these  efforts,  boys  and  girls  across 
America  have  discovered  the  joys  of  exercise  and 
and  sports  competition. 

But  here  — as  in  our  health  programs  — we 
must  look  not  only  at  the  progress  that  has  been 
made,  but  at  the  problems  that  remain. 

- — In  tests  of  physical  strength  and  stamina, 
American  children  still  score  substantially 
lower  than  children  in  other  countries. 

— 32  million  children  get  less  than  the  recom- 
mended physical  fitness  program  in  school; 
seven  million  get  none  at  all. 

- — Only  50  per  cent  of  all  college  students  meet 
accepted  physical  fitness  standards. 

Physical  fitness  activities  and  sports  contribute 
to  more  than  health.  They  teach  self-discipline  and 
teamwork.  They  offer  excitement  and  a wholesome 
alternative  to  idleness.  They  combat  delinquency. 
They  permanently  enrich  the  individual  and  his 
society  by  developing  qualities  of  leadership  and 
fair  play. 

To  expand  opportunities  to  engage  in  exercise, 
active  recreation,  and  sports,  I am  establishing  the 
President’s  Council  on  Physical  Fitness  and  Sports, 
to  be  chaired  by  the  Vice  President. 

The  Council  will  be  a Cabinet-level  group,  with 
an  Advisory  Committee  of  distinguished  citizens, 
to  develop  national  goals  and  programs  to  promote 
sports  and  fitness  in  America. 

LEADERSHIP  AND  EFFICIENT  MANAGEMENT 

Health  expenditures  in  the  United  States  are 
now  nearly  $50  billion  a year.  The  Federal  Gov- 
ernment pays  $14  billion  of  that  amount,  up  from 
$5  billion  four  years  ago  to  $16  billion  in  fiscal 
1969. 

The  expanding  Federal  programs  must  be  man- 
aged efficiently,  with  the  most  careful  attention  to 
the  most  urgent  needs  of  the  American  people.  To 
that  end,  I am  today  directing  the  Secretary  of 
Health,  Education,  and  Welfare  to  submit  to  me 
a modern  plan  of  organization  to  achieve  the  most 
efficient  and  economical  operation  of  the  health 
programs  of  the  Federal  Government. 

But  better  organization  and  leadership  will  be 
wasted  if  we  cannot  find  and  hold  the  quality  of 
people  essential  for  these  great  tasks. 

I recommend  the  Health  Personnel  Act  of  1968 
to  modernize  the  health  personnel  system  within 
the  Department  of  Health,  Education,  and  Welfare. 

(Continued  on  Page  350) 
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Weariness 
without  cause” 


Psychic  tension 
with  depressive 
symptomatology ? 

“For  weeks  I’ve  done 
practically  nothing  and 
I’m  always  tired.  I wake 
up  tired  and  I go  to  bed  tired.  It’s  really  absurd.” 
When  the  patient  complains  of  fatigue,  and  you  can 
find  no  organic  cause,  you  recognize  that  it  may  serve 
her  as  a means  of  avoiding  responsibilities  or  facing 
an  emotional  problem.  It  is,  in  effect,  a psychological 
retreat  behind  a somatic  cover  of  continuous  fatigue 
• — one  of  the  many  depressive  symptoms  often  asso- 
ciated with  psychic  tension. 

She  needs  counsel  and  reassurance,  and  perhaps  a 
tranquilizer  to  attenuate  excessive  tension  and  help 
restore  the  capacity  to  cope.  As  an  aid  to  successful 
management,  consider  the  value  of  Valium®  (diaz- 
epam). As  psychic  tension  is  eased  by  Valium  therapy, 


secondary  depressive  symptoms  too  may  subside. The 
patient  feels  more  capable,  therefore  more  hopeful; 
better  able  to  handle  situations  of  intense  stress. 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in:  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis,  stitf-man  syndrome,  convulsive  disorders  (not 
For  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
jnder  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
jsed  in  patients  with  open  angle  glaucoma  who  are  receiving 
ippropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
\s  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
irdous  occupations  requiring  complete  mental  alertness  ( e.g ., 
iperating  machinery,  driving).  When  used  adjunctively  in  con- 
/ulsive  disorders,  possibility  of  increase  in  frequency  and/or 
everity  of  grand  mal  seizures  may  require  increase  in  dosage  of 
tandard  anticonvulsant  medication;  abrupt  withdrawal  in  such 
ases  may  also  be  associated  with  temporary  increase  in  fre- 
|uency  and/or  severity  of  seizures.  Advise  patients  against  si- 
nultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Vithdrawal  symptoms  (similar  to  those  with  barbiturates  and 
Icohol)  have  occurred  following  abrupt  discontinuance.  Keep 
ddiction-prone  individuals  (such  as  drug  addicts  or  alcoholics) 
nder  careful  surveillance  because  of  their  predisposition  to 
abituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
ictation  or  in  women  of  childbearing  age  requires  that  potential 
enefit  be  weighed  against  possible  hazard. 

precautions : If  combined  with  other  psychotropics  or  anti- 
onvulsants,  carefully  consider  individual  pharmacologic  effects 
■particularly  with  known  compounds  which  may  potentiate 
ction  of  Valium,  such  as  phenothiazines,  narcotics,  barbiturates, 
lIAO  inhibitors  and  other  antidepressants.  Employ  usual  pre- 
lutions  in  the  severely  depressed  or  in  those  with  latent  depres- 
on;  suicidal  tendencies  may  be  present  and  protective  mea- 


sures necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  21 4 mg  once  or  twice  daily,  increasing  gradually  as 
needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimu- 
lation have  been  reported;  should  these  occur,  use  of  the  drug 
should  be  discontinued.  Because  of  isolated  reports  of  neutro- 
penia and  jaundice,  periodic  blood  counts  and  liver  function 
tests  are  advisable  during  long-term  therapy.  Minor  changes  in 
LEG  patterns  (low-voltage  fast  activity)  observed  during  and 
after  therapy  and  are  of  no  known  significance. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders, 
2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
214  mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  214  mg  t.i.d.  or 

q.i.d.  initially,  increasing  as  needed 
1 and  tolerated  (not  for  use  under 

Koche  6m°nths)- 

LABORATORIES  SuPPlied:  Valium®  (diazepam) 
Division  of  Hoffmann-La  Roche  Inc.  Tablets,  2 mg,  a mg,  and  10  mg, 
Nutley.  New  Jersey  07110  bottles  of  50,  100  and  500. 
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((■Continued  from  Page  348) 

This  Act  will  provide: 

— Pay  increases  and  a flexible  personnel  to  at- 
tract and  retain  professionals  of  the  highest 
caliber. 

— A new  promotion  system  based  upon  quality 
of  performance. 

MOBILIZATION  FOR  HEALTH 

In  our  drive  toward  a healthier  America,  Federal 
programs  and  Federal  dollars  have  an  important 
role  to  play.  But  they  cannot  do  the  job  alone. 

An  even  larger  role  belongs  to  State  and  local 
government,  and  to  the  private  enterprise  system 
of  our  Nation.  The  medical  and  hospital  associa- 
tions, employers  and  labor  unions,  charities  and 
church  groups  must  join  this  effort.  I call  upon 
them  to  join  in  a 12-point  volunteer  effort  to  build 
a healthier  America: 

( 1 ) To  examine  every  child  under  the  age  of  five 
to  identify  potentially  crippling  ailments  and  pro- 
vide early  and  effective  treatment. 

(2)  To  use  the  public  airways  for  public  profit 
by  offering  regular  health  programs  on  television 
and  radio  to  help  every  American  preserve  his 
cherished  birthright  of  good  health. 

(3)  To  give  prominent  magazine  and  newspaper 
coverage  to  good  heath  practices  for  our  children 
and  older  Americans. 

(4)  To  identify  and  reward  new  approaches  by 
medical  societies,  group  practice  organizations  and 
hospitals  for  delivering  better  health  care  at  lower 
cost. 

(5)  To  expand  voluntary  health  insurance  to 
those  not  now  covered  and  include  services  not  now 
included. 

(6)  To  establish  local  systems  of  new  incentives 
to  recruit,  retrain,  license  and  effectively  use  nurses 
and  medical  corpsmen  leaving  the  Armed  Services, 
and  other  vital  members  of  the  health  team. 

( 7 ) To  make  home  health  care  part  of  the  edu- 
cation of  every  young  girl  in  all  the  schools  of 
America. 

(8)  To  encourage  the  opening  of  health  centers 
to  provide  complete  care  in  every  community. 

(9)  To  make  physical  fitness  programs  and  rec- 
reational facilities  available  to  people  of  all  ages 
and  in  all  walks  of  life. 

(10)  To  alert  teenagers  and  their  parents  to  the 
danger  of  drug  abuse. 

(11)  To  develop  better  programs  for  health  serv- 
ices for  the  one-third  of  the  working  poor  who  suf- 
fer from  chronic  illness. 

(12)  To  mobilize  a new  spirit  of  public  concern 
and  private  action  to  meet  and  master  our  health 
problems. 

Great  changes  have  taken  place  in  the  financing 
of  medical  care  in  this  country.  The  Federal  Govern- 
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ment  will  invest  some  $16  billion  in  the  health 
field  in  fiscal  1969.  We  should  now  expect  our  Na- 
tion’s great  private  resources,  through  volunteer  and 
cooperative  action,  to  step  up  their  efforts  to  bring 
better  health  to  all  our  citizens. 


HEALTH  CARE  FOR  ALL  AMERICANS 

In  the  medical  research  laboratories  of  the  world, 
a quiet  revolution  is  changing  the  condition  of  man. 
Enemies  which  have  held  man  in  hostage  through- 
out history  are  conquered  each  year.  Hope  turns 
daily  to  promise,  and  promise  to  practical  achieve- 
ment. 

But  progress  cannot  be  measured  in  the  labora- 
tory alone.  Triumph  in  a test  tube  is  not  triumph 
enough  — if  it  remains  there. 

Success  in  a laboratory,  however  brilliant,  is  not 
complete  if  barriers  of  poverty,  ignorance  or  preju- 
dice block  it  from  reaching  the  man  who  needs  it, 
or  the  child  who  wastes  away  without  it. 

With  the  program  I have  outlined  in  this  mes- 
sage, I believe  we  can  move  closer  to  our  goal  of 
decent  health  care  for  every  American. 

This  is  a program  to  assure  that  American  med- 
icine will  continue  to  build  on  its  great  record,  and 
that  its  benefits  will  enrich  and  improve  the  life  of 
every  citizen. 

I urge  the  Congress  to  act  promptly  on  this  pro- 
gram. 

Lyndon  B.  Johnson 
The  White  House,  March  4,  1968. 


IMPORTANT  ■ ! 
ALL  MEMBERS 


MOST  PHYSICIANS  SHOULD  AVOID 
SINGLE,  FIXED  PROTOTYPE  TRUSTS 
as  a means 
FOR  FUNDING 

TAX-DEDUCTIBLE,  SELF-EMPLOYED 
PENSIONS. 

For  full  information,  write  or  'phone  us: 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  Street 
Providence,  Rhode  Island 
Tel.  831-4833 
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' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 
K • BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophyllinc 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming..  . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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RHODE  ISLAND  NURSES  AMEND  PRIVATE  DUTY 
RATES 

The  Board  of  Directors  of  the  Rhode  Island 
State  Nurses’  Association  has  approved  the  follow- 
ing amended  rates  for  Private  Duty  Nursing  to  be- 


come effective  as  of  April  15,  1968. 

A.  All  types  of  cases  per  8 hour  day  $30.00 

B.  12  hour  duty  in  homes  only  35.00 

C.  20  hour  duty  in  homes  only  40.00 

D.  Multiple  nursing  — nursing  of  two 

on  an  emergency  basis  only  until 
another  private  duty  nurse  is  avail- 
able — per  8 hour  day  45.00 


E.  Overtime  to  be  paid  at  the  rate  of 

time  and  one-half  for  time  in  ex- 
cess of  eight  hours  in  any  one  day 
(in  emergency  only). 

F.  Hourly  rates: 

1.  First  hour  or  fraction  thereof:  7.00 

2.  Each  successive  hour  or  fraction 

thereof:  3.75 

FORMAL  EDUCATION  PROGRAM  FOR 
PHARMACEUTICAL  REPRESENTATIVE 

Wallace  Pharmaceuticals,  which  has  recently  in- 
creased its  international  force  of  professional  repre- 
sentatives, has  instituted  a formal  program  of  edu- 
cation to  make  its  carefully  selected  field  men  the 
most  effective  information  experts  in  the  industry. 

The  latest  development  in  this  education  pro- 
gram is  the  establishment  of  a Masters  Course, 
which  is  an  advanced  three-year  program  to  in- 
struct its  staff  in  anatomy  and  physiology,  the 
physiology  of  disease,  the  symptoms  of  disease,  and 
their  treatment. 

In  creating  this  unique  program,  Wallace  demon- 
strated its  awareness  of  the  dramatic  increase  in 
the  number  of  new  drugs  introduced  in  the  last 
decade.  This  drug  explosion  has  imposed  a massive 
and  ever-increasing  burden  on  those  concerned  with 
the  fight  against  disease. 

The  Masters  Course,  which  almost  the  entire 
Wallace  field  force  of  350  has  chosen  to  take,  will 
first  cover  such  broad  areas  as  the  cell,  urinary  flu- 
ids, blood,  cardiovascular  disease,  respiration,  neu- 
ro-muscular  disorders,  the  special  senses,  gastroin- 
testinal complaints  and  endocrinology. 


The  second  section  of  the  three-year  course  will 
concern  itself  with  therapeutics  and  review  and  the 
normal  and  abnormal  processes  of  the  mind. 

Texts  will  include  outstanding  reference  works, 
such  as  “Pharmacological  Principles  of  Medical 
Practice,”  by  Krantz  and  Karr. 

The  District  Manager  for  Wallace  Pharmaceuti- 
cals in  the  Rhode  Island  area  is  Mr.  Philip  Edge. 

AMA  AUXILIARY  DELEGATES  TO  VIEW  HEALTH 
EDUCATION  FILMS 

An  afternoon  of  continuous  health  education 
films  including  films  on  sex  education,  drug  abuse, 
physical  fitness  and  nutrition  will  be  a new  feature 
of  the  45th  annual  convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 

More  than  2,000  physicians'  wives  are  expexted 
to  attend  the  June  16-20  meeting  at  the  St.  Fran- 
cis Hotel,  San  Francisco,  Calif.  Auxiliary  president, 
Mrs.  Karl  F.  Ritter,  Lima,  Ohio,  will  preside. 

On  Sunday,  June  16,  Auxiliary  will  hold  a re- 
ception for  their  president.  Mrs.  Karl  F.  Ritter,  and 
president-elect,  Mrs.  C.  C.  Long.  Ozark,  Ark.,  from 
5 to  7 p.m. 

Monday  luncheon  will  honor  the  leaders  of  wom- 
en's volunteer  organizations  throughout  the  United 
States. 

Milford  O.  Rouse,  M.D.,  AMA  President,  will  be 
the  guest  speaker  at  the  Tuesday  luncheon  honor- 
ing national  Auxiliary  past  presidents  and  AMA 
Officers  and  Trustees  and  wives.  At  this  time  the 
Auxiliary  will  present  its  annual  contribution  to 
the  American  Medical  Association  Education  and 
Research  Foundation.  Last  year’s  gift  totaled 
$384,649.48. 

RECENT  STUDY  RECOMENDS  INTENSIVE 
PROGRAM  ON  MOTORCYCLE  SAFETY 

A study  of  motorcycle  accidents  was  conducted 
by  Jay  L.  Abbott.  M.D.  of  the  Department  of  Or- 
thopedics at  the  University  of  Virginia  Hospital. 
His  findings  indicate  that  a vigorous  program  of 
safety  educaton  specifically  for  motorcyclists  would 
be  well  worthwhile.  Participants  in  the  study  were 
victims  of  motorcycle  accidents  brought  to  the  emer- 
gency room  of  the  LTniversity  of  Virginia  Hospital 
during  the  period  beginning  July  1.  1964,  through 
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December  31,  1966.  The  victims’  charts  were  re- 
viewed and  each  was  sent  a questionnaire  regard- 
ing his  experience,  protective  gear  and  attitude. 
During  that  period  there  were  a total  of  105  acci- 
dent victims  treated.  Fifty-four  cyclists  completed 
and  returned  the  questionnaire.  Results  indicated 
that  72  per  cent  of  the  54  accident  victims  had  not 
received  special  operating  instructions  for  their 
cycle.  Over  one  half  of  the  responders  suggested 
helmet  wearing  be  mandatory,  yet  only  28  per  cent 
were  wearing  them  at  the  time  of  their  accident. 
Forty  per  cent  were  riding  double.  Also,  it  was 
found  that  a large  percentage  of  accidents  are 
caused  by  automobile  operators  who  do  not  see  the 
motorcyclist.  As  a result  of  his  study.  Dr.  Abbott 
hal  the  following  recommendations  to  make: 

1.  Helmets  must  be  worn  while  riding  a motor- 
cycle. 

2.  Riding  “double”  should  be  prohibited. 

3.  The  operator,  in  addition  to  a regular  driver’s 
license,  should  pass  a special  motorcycle  written 
and  road  test. 

4.  The  wearing  of  a standardized  bright  colored 
fluorescent  vest  should  be  mandatory  for  the  cycle 
operator. 

5.  Frequent  periodic  lectures  and  demonstrations 
conducted  jointly  by  law  officers  and  interested 
physicians  regarding  motorcycle  safety  should  be 
carried  out  at  the  local  or  community  level. 

(Jay  L.  Abbott,  M.D.:  “Motorcycle  Accidents  at 
the  University  of  Virginia  Hospital,”  in  Virginia 
Medical  Monthly,  January,  1968) 

AUDIO-DIGEST  SCHEDULES  TAPE  SERIES 
FOR  RENT 

Commencing  on  or  about  September  1,  1968, 
American  Otorhinolaryngologists  will  have  a new 
and  unique  medium  available  to  keep  abreast  of 
what  is  new  and  important  in  their  specialty. 

The  Audio-Digest  Foundation  — a non-profit 
subsidiary  of  the  California  Medical  Association  - 
announced  recently  the  possible  imminent  addition 
of  Ear,  Nose,  and  Throat  to  their  present  group  of 
subscription  tape  recordings.  Over  the  past  16  years, 
Audio-Digest  tape  recordings  have  become  popu- 
lar means  of  physicians’  keeping  up  in  seven  other 
areas  of  medical  practice:  Anesthesiology,  General 
Practice,  Internal  Medicine,  Obstetrics-Gynecology, 
Ophthalmology,  Pediatrics,  and  Surgery.  More 
than  65,000  tape  recordings  are  mailed  to  all  parts 
of  the  world  each  month. 

As  with  the  other  specialty  programs,  the  ENT 
series  will  be  issued  twice  each  month,  with  each 
program  one  hour  in  length.  Editorial  contents  con- 
sist primarily  of  on-the-spot  recordings  from  prin- 
cipal national  specialty  meetings,  as  well  as  con- 
(Cont'inued  on  next  page) 


INVITED 


Doctor,  you  are  an  expert!  Your 
education,  experience  and  judgement 
are  invaluable.  When  people  need 
medical  advice,  they  call  on  you. 

We’d  like  you  to  call  on  us  for 
advice  and  counsel  on  wines,  — 
their  origin,  taste,  aroma,  bouquet, 

. . . the  proper  wine  for  each  event. 
We  specialize  in  wines.  We  have  more 
than  1 300  types  from  which 
you  can  select.  If  you’d  like 
to  come  in  and  browse,  come  on  in. 
Join  our  Vintage  Guild.  It  doesn't 
cost  a cent,  and  it  could  become 
a real  adjunct  to  the  gracious 
living  you  deserve. 

Consultations  invited.  No 
appointment  necessary. 
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THE 

PITCHER 

OF 

HEALTH... 


MUNROE  MILK 

As  in  most  things,  there  is  a 
“perfectionist”  . . . and  with 
milk  and  dairy  products,  we  at 
Munroe  are  just  that. 

Latest  scientific  equipment  and 
techniques  of  the  most  modern 
dairy,  as  well  as  constant  care 
that  our  name  goes  on  only  the 
very  best,  is  your  assurance  of 
uniform  quality,  consistently. 

It’s  been  that  way  with  us 
since  1881. 


densations  of  recordings  direct  from  postgraduate 
courses  presented  at  leading  teaching  centers. 

“The  great  advantage  of  this  new  service.  “Ed- 
itor-in-Chief  Thomas  H.  Brem,  M.D.,  advises,  “is 
that  our  editorial  staff  does  extensive  scanning  of 
600  medical  journals  and  attends  and  tape-records 
185  national  meetings  throughout  the  year.  Then, 
in  an  hour  of  easy,  informative,  practice-useful  lis- 
tening, they  pass  on  to  the  specialist  all  that  is  new 
and  important  in  the  ever-changing  picture  of  cli- 
ical  practice.’’ 

According  to  the  Foundation's  Board  of  Trustees, 
exact  commencement  date  of  Audio-Digest  Otorhin- 
olaryngology depends  upon  how  many  pre-enrolled 
subscribers  are  obtained  between  now  and  Septem- 
ber 1.  EXT  specialists  interested  in  becoming  Char- 
ter Subscribers  to  the  new  service  should  indicate 
their  intention  by  writing  Audio-Digest  Foundation, 
619  S.  Westlake  Avenue.  Los  Angeles,  California 
90057,  for  order  forms  and  information. 
CARELESSNESS  CAUSES  MOST  BURN  ACCIDENTS 

Burn  injuries  are  the  cause  of  death  for  8,000- 
10,000  persons  annually,  in  this  country,  reports 
the  X’ational  Safety  Council.  The  LT.S.  Public 
Health  Service  estimates  that  every  year  two  mil- 
lion people  are  burned  severely  enough  to  require 
medical  attention  or  to  restrict  their  usual  activi- 
ties for  a day  or  more.  Most  burns  are  caused  by 
individual  carelessness  or  indifference  to  fire.  Pa- 
rents leave  children  alone  in  rooms  with  unguarded 
fires,  eve  though  fire  is  the  leading  cause  of  death 
from  nontransport  accidents  for  children  under  three 
years  of  age,  and  ranks  second  as  a cause  of  death 
for  those  uder  14.  Adults  continue  to  smoke  in  bed. 
ignite  fire  with  flammable  liquids,  and  use  gasoline 
near  pilot  lights  and  other  ignition  sources.  During 
the  past  20  years  there  has  been  an  increasing 
world-wide  concern  for  burn  accidents.  The  Annual 
Burn  Seminars  in  the  U.S.,  the  International  So- 
ciety for  Burn  Injuries,  and  the  Latin  American 
Committee  for  the  Prevention  and  Treatment  of 
Burns  manifest  only  part  of  this  interest.  The  Amer- 
icen  Medical  Association  and  the  U.S.  Public  Health 
Service  are  attempting  to  stimulate  public  interest 
in  flame  retardant  fabrics  and  are  encouraging  re- 
search to  lower  their  cost  and  make  them  more 
readily  available  to  consumers.  A fire  prevention 
program  for  elementary  schools  impresses  the  chil- 
dren with  the  dangers  of  fire.  High  school  students, 
too,  should  be  alerted  to  the  perils  of  fire  since  old- 
er students  learning  to  work  with  cars,  machinery, 
and  flammable  liquids  need  to  realize  the  dangers 
they  face.  Most  important,  everyone  should  be 
aware  that  acts  of  carelessness,  negligence,  or  ig- 
norance usually  start  fires. 

("Public  Action,  Organization  needed  to  Prevent 
Tragic  Burns,  Aid  Victims,”  in  Texas  Medicine,  De- 
cember, 1967) 
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AUTO  ACCIDENTS,  HEALTH  CARE  PLANNING 
AMONG  PROGRAMS  AT  AMA  CONVENTION 

Four  general  scientific  meetings  of  wide  medical 
interest  will  be  included  in  the  Scientific  Program 
of  the  American  Medical  Association’s  117th  An- 
nual Convention  to  be  held  in  San  Francisco  June 
16-20. 

The  four  general  sessions: 

— Automobile  Accidents,  with  participation  by 
Sections  on  Orthopedic  Surgery,  General  Surgery, 
Pediatrics,  Physical  Medicine,  and  Preventive  Med- 
icine, as  well  as  the  AMA  Committee  on  Medical 
Aspects  of  Automotive  Safety. 

— Health  Care  Planning,  with  participation  by 
Sections  on  Preventive  Medicine,  Diseases  of  the 
Chest,  General  Practice,  General  Surgery,  Internal 
Medicine,  and  Military  Medicine. 

— Management  of  Infectious  Diseases,  with  par- 
ticipation by  Sections  on  Experimental  Medicine 
and  Therapeutics,  Allergy,  Diseases  of  the  Chest, 
General  Surgery,  Pediatrics,  and  Preventive  Med- 
icine. 

— Treatment  of  Advanced  Malignant  Disease, 
with  participation  by  Sections  on  General  Surgery, 
Gastroenterology,  General  Practice,  Internal  Med- 
icine, Nervous  and  Mental  Diseases,  Pathology  and 
Physiology,  Colon  and  Rectal  Surgery  (formerly 
Proctology),  and  Radiology. 

Regular  scientific  programs  also  will  be  presented 
by  each  of  the  22  Scientific  Sections,  plus  a pro- 
gram by  the  Section  on  Miscellaneous  Topics.  The 
latter  program  will  include  a full  day  session  on 
smoking  and  health  sponsored  by  the  AMA  Com- 
mittee on  Research  for  Tobacco  and  Health,  and 
a full  day  session  on  neurological  surgery  in  which 
the  American  Association  of  Neurological  Surgeons 
will  participate. 

MEDICAL  SCHOOLS  MAKE  CHANGES  TO 
ACCOMMODATE  WOMEN  STUDENTS 

Less  than  7 per  cent  of  all  students  in  U.S.  med- 
ical schools  are  women.  Nevertheless,  half  the  LT.S. 
women  who  apply  to  medical  schools  are  accepted 
—the  same  ratio  as  for  the  much  larger  numbers  of 
male  applicants.  In  order  to  become  more  conveni- 
ent and  attractive  to  women  students,  some  medical 
schools  are  “creating  a general  environment  in  which 
a woman’s  problems  — personal  and  family  — are 
accepted  as  a matter  of  course,’’  says  Dr.  John  C. 
Rose,  Georgetown’s  medical  dean.  Some  schools 
achieve  greater  flexibility  by  designating  more  time 
for  elective  courses,  letting  women  draw  up  sched- 
ules to  suit  their  convenience,  and  permitting  leaves 
of  absence  when  necessary.  Another  trend  is  the 
consolidation,  at  a few  universities,  of  four  years  of 
undergraduate  work  and  four  years  of  medical  ed- 
ucation into  unified  six  and  seven-year  programs. 

(Continued  on  Page  360) 


Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


Your  Prescription  Blank 

/ 


be 


* 


(Mail  to  Department  150 
Lederle  Laboratories, 
Pearl  River,  New  York  10965) 


anticostive,  ad].  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B» 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  Bis 50  megm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


489-7-6063 
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Wfiere  creams 
ana  ointments 
do  not  spread, 
or  penetrate ; 


where  cosmetic 
considerations  are 
important. 


An  invisible 
topical  & 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


/ 

/ 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 

It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 

Penetrates 
the  hairy  sites. 

In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 

/ 
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Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  boc 
areas.  A number  of  studies 
have  also  shown  that  propyle 
glycol  has  inherent  anti- 
microbial activity. 


Cosmetically 

icceptable 

or  exposed  areas. 


’he  propylene  glycol  vehicle 
f Synalar  Solution  possesses 
lany  useful  cosmetic  properties, 
'lear  and  greaseless,  it  is 
ot  sticky  or  messy,  will  not 
tain  clothing  or  skin, 
n exposed  areas  of  the  body 
here  cosmetic  appeal  is 
nportant,  Synalar  Solution 
flows  nothing  but  results. 


xonomical-a  little 
;oes  a long  way. 

ecause  of  the  properties 
if  propylene  glycol  and  the 
lilligram  potency  of 
uocinolone  acetonide,  a small 
aantity  of  Synalar  Solution 
ies  a long  way.  Also,  the 
rescription  price  of  a 20  cc. 
astic  squeeze  bottle  of 
ynalar  Solution  is  surprisingly 
w.  Thus,  your  patients  obtain 
:onomy  with  the  proved 
ficacy  of  a potent,  truly 
Ivanced  topical  corticosteroid. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 
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(Continued  from  Page  355) 

Thus  the  young  doctor  is  able  to  begin  residency 
before  age  25.  a saving  of  valuable  time  for  a mar- 
ried woman.  For  women  who'd  rather  spread  the 
pressure  over  a longer  period,  a few  hospitals  offer 
part-time  residencies.  There  have  been  proposals 
to  develop  part-time  residences  in  which  two  women 
would  share  the  around-the-clock  load.  For  women 
who  have  given  up  medical  practice  temporarily,  at 
least  one  hospital  offers  a special  “re-entry"  pro- 
gram: San  Francisco's  Presbyterian  Medical  Cen- 
ter gives  women  and  men  M.D.  dropouts  refresher 
training  according  to  their  individual  needs,  sends 
them  back  into  practice.  (Their  program  is  not 
limited  to  physicians  licensed  in  California.)  Dr. 
Rose  believes  that  these  and  other  changes  will 
mean  that  by  1975  about  15  per  cent  of  the  first- 
year  medical  students  will  be  women. 

(“How  Medical  Education  is  Adapting  to  Wom- 
en." in  Hospital  Physician,  November.  1967) 


Ascanio  Di  Pippo,  Ph.D. 
Biochemistry 
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CASH  SICKNESS  TAXES  TAKE  $300  MILLION 

Three  states  now  take  upwards  of  S300  million 
in  disability  insurance  “premiums."  In  all  fifty 
states,  insurance  companies  total  disability  premi- 
ums amounted  to  2.1  billion  in  1966. 

California  . . . 

In  1966  the  state  extracted  250.6  million  in  disa- 
bility insurance  "premiums’'  (CCD  Tax.)  Quite  a 
jump  from  S49.2  million  in  1946:  or  from  S96.0 
million  in  1961.  back  when  insurance  carriers  were 
able  to  compete  with  the  State  Fund.  (A  regulation 
aimed  at  preventing  adverse  selection  against  the 
State  Fund,  which  was  upheld  by  the  California 
Supreme  Court  in  1962.  had  the  effect  of  eliminat- 
ting  carrier-insured  plans  following  16  years  of 
competition  with  the  State  Fund.) 

New  Jersey  . . . 

In  1966  the  state  extracted  S24.0  million  in  dis- 
ability insurance  “premiums."  interest  included 
(TDI  Tax).  Add  to  this  the  S4.3  million  deficit 
experienced  in  1966  — the  fifth  consecutive  deficit. 
But  private  plans  experienced  adverse  loss  ratios  as 
well.  748  were  terminated  according  to  the  last 
State  Report  which  said:  “The  trend  toward  de- 
creased Private  Plan  coverage  continued  in  1966 
. . . 52  per  cent  are  now  protected  by  the  State  Plan 
..."  The  declining  balance  is  split  between  carriers, 
self-insurers  and  union  administered  funds. 

Rhode  Island  . . . 

In  1966  the  state  extracted  S8.8  million  in  disa- 
bility insurance  “premiums”  including  interest  (TDI 
Tax).  Add  a deficit  of  SI. 2 million  to  this  monopo- 
listic State  Plan,  an  amount  which  must  be  made  up 
by  the  worker  sooner  or  later,  in  one  way  or  an- 
other. RHODE  ISLAND  1967  experience,  just 
released,  shows  a deficit  of  S2.7  million.  Disburse- 
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merits  were  $14.1  million  and  worker’s  taxes  (in- 
cluding interest)  amounted  to  only  $11.4  million. 

. . . Insurance  Economics  Surveys,  of  the  Insur- 
ance Economics  Society  of  America.  Vol.  24,  No.  9, 
March  1968 

NEW  FINANCIAL  AID  AVAILABLE  FOR  NURSE 
SCHOLARSHIPS 

A new  financial  assistance  provision  to  encourage 
needy,  capable  high  school  students  to  become  pro- 
fessional nurses  is  now  part  of  the  Nurse  Training 
Act. 

The  Division  of  Nursing,  U.S.  Public  Health 
Service,  which  is  responsible  for  the  aid  programs 
authorized  by  this  Act,  has  issued  a brochure, 
“Nursing  Educational  Opportunity  Grants  — In- 
formation for  Schools,”  describing  the  new  program; 
and  has  appointed  Division  member  Helen  Kou- 
troulis,  Education  Specialist,  as  senior  staff  person 
for  working  with  schools  to  recruit  needy  students 
and  retain  them  in  nursing  education  programs. 

As  stated  in  the  Nursing  Educational  Opportuni- 
ty Grants  brochure,  scholarships  of  up  to  $800  a 
year  are  available  for  qualified  high  school  gradu- 
ates of  exceptional  financial  need  who  are  admitted 
to  nursing  education  programs  and  make  satisfac- 
tory progress. 

All  types  of  public  and  nonprofit  private  nursing 
education  programs  - — diploma,  associate  degree, 
and  baccalaureate  degree  — are  eligible  to  receive 
Nursing  Educational  Opportunity  Grants  for  dis- 
bursement to  students  if  they  meet  the  accreditation 
requirements;  continue  to  maintain  their  own  stu- 
dent aid  programs  at  established  levels;  and  work 
with  secondary  schools  to  motivate  students  toward 
professional  nursing  education.  Each  school  which 
receives  such  a grant  selects  the  students  it  will  aid 
and  determines  the  amount  of  aid  each  student  will 
receive  beyond  a minimum  of  $200. 

For  information  about  the  five  other  programs 
authorized  by  the  Nurse  Training  Act  to  aid  stu- 
dents and  schools  of  nursing,  write  to  the  Division 
of  Nursing,  U.S.  Public  Health  Service.  Brochures 
concerning  each  of  these  programs,  and  the  new 
brochure,  “Nursing  Educational  Opportunity  Grants 
— Information  for  Schools,”  are  also  available 
from  the  Division,  800  North  Quincy  Street,  Ar- 
lington, Virginia  22203. 


ONE  SENTENCE  ESSAY 

If  a man  stands  before  a mirror,  what  he  sees 
is  not  a true  reproduction  of  himself,  but  a picture 
of  himself  when  he  was  a younger  man. 

. . . Flann  O'Brien,  Irish  author 
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PROFESSIONAL  LIVES  IN  AMERICA : STRUC- 
TURE AND  ASPIRATION  1750-1850  by  Dan- 
iel H.  Calhoun.  Harvard  University  Press.  Cam- 
bridge, Massachusetts  1965.  $5.95 
In  the  Foreword  Oscar  Handlin  states:  "The 
professions  long  seem  to  have  provided  strategic 
channels  for  upward  social  mobility  in  the  United 
States.  These  callings  which  required  the  possession 
of  a recognized  skill  offered  to  some  individuals 
access  to  positions  of  high  status  in  expanding 
communities,  where  skill  was  always  at  a premium. 
To  some  degree  at  least,  entry  into  these  favored 
ranks  was  independent  of  inherited  position  or 
capital.  Yet  because  of  their  importance  the  profes- 
sions were  also  subject  to  regulation  by  the  com- 
munity, either  formally  through  law  or  informally 
through  the  sanctions  devised  by  private  associa- 
tions. The  development  of  these  occupations  there- 
fore is  connected  with  significant  aspects  of  the 
history  of  American  liberty.” 

We  are  no  less  concerned  today  with  the  proper 
balance  between  professional  liberty  anl  regulation 
by  the  community,  boards  of  certification,  and  pro- 
fessional associations  than  were  our  predecessors 
two  hundred  years  ago.  An  intelligent  person,  na- 
tion, or  group  must  profit  by  the  mistakes  of  his- 
tory, or  it  is  damned  to  repeat  them. 

Calhoun  devotes  one  third  of  his  book  to  med- 
icine in  his  analysis  of  the  Xew  York  City  and 
State  medical  community.  By  similarly  and  simul- 
taneously considering  the  problems  of  the  legal  pro- 
fession and  the  clergy  as  common  to  all  profession- 
als, physicians  may  more  clearly  see  that  the  forces 
of  society,  the  national  mood,  and  broad  social 
movements  within  it  may  have  as  much  or  more 
bearing  on  our  stance  as  anything  we  may  derive 
from  introspection,  philosophizing,  or  rationalizing. 
Throughout  the  book  Professor  Calhoun  utilizes 
as  case  studies  of  the  problem  of  the  individual 
versus  society  such  examples  as  the  New  York  Med- 
ical community,  the  lawyer  in  the  Cumberland  Riv- 
er country  of  Tennessee,  and  the  organized  New 
England  clergy.  He  does  this  with  refined  and 
delicate  balance.  The  problems  of  the  professor 
frequently  are  the  same  as  his  professional  colleague 
in  the  other  disciplines,  which  may  have  interested 
the  writer  himself. 

Professionally  trained  individuals  must  group 
themselves  into  organizations  simply  for  quality 
control,  and  better  to  serve  the  society  of  which 
they  are  a part.  And  yet,  in  achieving  this,  the 
individual  rights  of  members  must  be  preserved: 


for  it  is  only  by  the  efforts  of  individuals  at  times 
that  the  profession  moves  forward,  or  that  scientific 
or  social  gains  can  accrue.  With  a broad  and  sym- 
pathetic attitude,  Calhoun  cleverly  notes  the  ad- 
vantages of  a fluidity  between  rigidity  and  laxity 
in  control  of  the  individual,  because  the  social 
group  the  profession  serves  varies  in  its  needs  and 
directions  with  changing  times. 

‘‘Fear  of  Individuality”  is  the  title  of  the  chapter 
concerning  the  professional  lives  of  physicians.  In 
1847  and  1848  John  W.  Francis  gave  two  public 
addresses  which  wrere  the  blueprint  for  the  New 
York  Academy  of  Medicine's  mission  and  attitude, 
which  Calhoun  states  were  clearly  directed  against 
the  individual  professional,  and  for  the  community 
of  interests  of  the  profession.  In  order  to  under- 
stand Doctor  Francis  it  is  necessary  to  understand 
the  background  of  the  New  York  Medical  com- 
munity. John  W.  Francis  was  a close  associate  and 
assistant  to  David  Hosack  who  had  ruled  the  med- 
ical profession  in  New  York  for  half  a century  bv 
his  own  personal  political  prowess.  Hosack  is  cited 
as  a member  of  the  triumvirate  consisting  of  him- 
self. DeWitt  Clinton,  and  Bishop  Hobart  which 
controlled  New  York  society  in  the  first  half  of 
the  nineteenth  century.  Calhoun's  point  is  that  in 
founding  the  New  York  Academy  of  Medicine  men 
who  had  fought  each  other  tooth  and  nail  for  half 
a century  joined  together  for  a levelling  of  indi- 
vidual differences  whether  scientific,  political,  or 
economic.  Diversity  of  opinion  and  special  merits 
were  to  be  discouraged  in  the  new  New  York  Acad- 
emy of  Medicine.  In  seeking  an  explanation  as  to 
why  the  New  York  physicians  abandoned  laissez- 
faire  not  only  in  social  and  economic  affairs,  but 
also  in  intellectual  one,  Professor  Calhoun  states 
that  the  answer  lies  in  the  pattern  of  the  first  half 
of  the  nineteenth  century  in  New  York.  Critics  and 
individuals  wrangled,  sniped  and  differed  not  only 
over  cognitive  matters,  but  also  over  profits,  pres- 
tige, and  control  of  medical  education.  In  a sense 
they  reacted  against  individualism  because  of  its 
excesses. 

Historically,  beginning  in  the  mid  18th  century, 
any  meeting  of  doctors  was  purely  an  individual 
social  matter.  By  the  latter  part  of  the  18th  cen- 
tury. Americans  who  had  been  trained  in  British 
medical  schools  and  on  the  Continent  were  imbued 
with  a new  spirit  of  medical  education.  Samuel 
Bard  in  New  York  promoted  a full-scale  medical 
school  second  only  in  date  of  founding  to  the  In- 
(Continued  on  Page  364) 


362 


Rhode  Island  Medical  Journal 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1308  PHENIX  AVE  CRANSTON,  R.  I.  02910 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 


May,  1968 


363 


BOOK  REVIEWS 

('Continued  from  Page  362) 

stitution  in  Philadelphia.  By  1770  there  were  three 
organized  groups  in  New  York;  the  New  York 
Hospital,  the  Faculty  of  King's  College,  and  a local 
Medical  Association.  After  the  Revolution  the  Med- 
ical Society  of  the  State  of  New  York,  an  unofficial 
organization  comprised  in  great  part  of  the  Faculty 
of  Physic  of  Columbia  College  and  the  staff  of  the 
New  York  Hospital,  took  the  lead  and  established 
a fee  schedule  ‘‘to  which  all  respectable  members 
should  conform.” 

The  first  of  the  individualists  to  create  a furor 
was  Nicholas  Romayne.  In  1780  he  set  up  his  own 
school  which  was  blocked  eventually  by  the  New 
York  Board  of  Regents. 

In  the  beginning  of  the  19th  century  the  med- 
ical society  in  conjunction  with  the  upstate  county 
groups  obtained  state  legislation  which  gave  each 
society  the  licensing  rights.  All  during  the  first  half 
of  the  19th  century  until  the  incorporation  of  the 
New  York  Academy  of  Science,  there  was  continu- 
ous bickering  between  the  Romayne  group  and 
David  Hosack,  who  not  only  dominated  the  med- 
ical politics  of  New  York  City,  but  had  accepted 
a professorial  chair  at  Columbia.  This  was  not  the 
end  of  his  problems.  There  were  violent  clashes  for 
power  as  between  the  faculty  of  the  College  of 
Physicians  and  Surgeons,  the  secret  fraternity 
Kappa  Lambda,  and  the  County  Medical  Society. 
Arguments  persisted  over  the  exclusive  or  inclusive 
function  of  the  County  Medical  Society.  There  was 
the  problem  of  Orthodoxy  versus  Homeopathy.  But 
the  turbulent  course  of  medical  history  between 
1800  and  1850  had  as  its  common  denominator  the 
control  of  individual  ambition.  The  war  was  against 
individualism  in  thought  and  purpose,  intellectual 
as  well  as  practical. 

It  was  in  this  atmosphere,  or  rather  in  the  revolt 
against  it,  that  our  own  Rhode  Island  formal  as- 
sociations began,  patterned  after  the  New  York 
Academy  of  Medicine;  thus  also  the  American 
Medical  Association  had  its  beginning.  With  true 
historical  perspective  Professor  Calhoun  states  that 
at  the  end  of  1850  the  imposition  of  a cultural  im- 
personality which  minimized  the  importance  of  the 
individual  also  affected  the  importance  of  individ- 
uality in  discovery  and  insight.  “Ambition  was  less 
likely  to  stimulate  research  than  to  corrupt  judg- 
ment.” 

The  final  chapter  begins:  “Talk  about  excellence 
titillates  Americans.  It  also  disturbs  them  because 
it  seems  to  endanger  equality  in  a society  that  has 
all  the  resources  and  the  complexity  to  nurture 
great  inequality.  At  least  in  the  past  it  has  also 
set  Americans  to  thinking  about  the  professions. 
For  this  association  of  ideas  there  are  perhaps  two 


reasons.  First,  men  could  relegate  the  task  of  pur- 
suing high  standards  to  certain  groups,  giving  the 
profession  the  job  of  doing  well,  and  thus  insulat- 
ing the  bulk  of  society  from  the  threat  of  inequal- 
ity. Second,  people  realized  with  varying  degrees  of 
sophistication  that  the  groups  conventionally  la- 
belled professions  had  been  largely  responsible  for 
any  drive  toward  excellence  in  this  country.” 

The  Age  of  Jackson  has  been  variously  described, 
but  to  many  it  was  a period  of  anti-intellectualism 
as  well  as  an  age  of  attack  on  aristocracy  and  priv- 
ilege. It  gave  great  emphasis  to  the  cult  of  con- 
formity, but  unfortunately  this  conformity  had  a 
mediocrity  about  it  which  affected  the  learned  pro- 
fessions as  well.  Much  that  happened  after  1850  is 
the  result  of  the  anti-intellectual  emphasis  of  the 
Age  of  Jackson. 

The  spirit  of  this  “Stasis”  following  1850  Cal- 
houn illustrates  thus:  “When  a Boston  medical  ed- 
itor said  that  Boston  had  no  such  problem  (as 
bickering  between  physicians)  and  was  asked  how 
this  could  be,  he  answered  only,  in  essence,  We  be- 
have like  gentlemen.  There  was  almost  certainly 
less  self-restraint  in  the  Boston  Community  than 
its  spokesman  claimed.  And  what  he  praised  was 
probably  all  too  often  a corpse-cold  gentility,  like 
unto  corpse-cold  Unitarianism. 

“The  dampening  of  individual  reward,  followed 
hard  by  a salutory  bureaucracy,  could  only  strike 
men  as  a victory  for  half  of  the  old  inspiration-or- 
nurture  issue  that  the  earliest  American  feeling  had 
kept  suspended  in  a bond  that  was  half  theology, 
half  metaphysical  conceit.  Attempts  to  recoup  the 
loss  of  intensity  began  early.  They  showed  in  the 
ability  of  summer-colony  intellectuals  like  Haw- 
thorne or  Bryant  to  romanticize  a decaying  rural 
back  country  into  a refuge  of  the  true  America.” 

The  lessons  of  the  century  between  1750  and 
1850  are  very  cogent  to  our  present  time.  We  are 
all  evolving  new  relationships,  albeit  perhaps  not 
on  the  individual  level  so  much  as  in  the  groupings 
within  the  profession  and  within  our  specialties. 
There  is  our  new  special  relationship  with  the  gov- 
ernment; thus  the  intellectual  message  that  a book 
such  as  Calhoun’s  brings  is  not  only  for  us  but  for 
society,  and  especially  to  those  in  government  who 
must  deal  with  professions.  “The  blessed  held  the 
middle  road,”  is  one  of  the  great  adages.  The  dy- 
namic interplay  between  the  individual  professional 
and  his  professional  society,  as  well  as  between  the 
professional  society  and  government  should  be  a re- 
volving relationship,  and  must  always  strive  not 
to  stifle  the  benefits  of  individual  freedom  and  ex- 
pression; but  exert  only  as  much  control  as  is  nec- 
essary to  prevent  the  excessive  energies  of  those 
attracted  to  the  profession  from  being  dissipated 
bv  the  lack  of  concerted  effort. 
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If  Profesor  Calhoun  attempted  to  generalize  from 
an  intensive  investigation  of  three  aspects  of  the 
learned  professions  in  a limited  period  of  time,  this 
writer  opines  that  one  may  be  able  to  generalize 
and  extrapolate  from  this  book  much  more  gener- 
ally about  the  professional  man  in  all  times,  and 
even  the  problems  of  the  non-professional  in  his 
dual  role  as  an  individual  and  as  a member  of  so- 
ciety. 

In  the  founding  of  the  Rhode  Island  Medical 
Society  we  see  the  same  impetus  and  early  devel- 
opment of  the  same  problems  as  occurred  in  New 
York.  The  effort  to  improve  was  seen  in  the  found- 
ing of  Brown  University  Medical  School  in  1811, 
one  year  before  the  incorporation  of  the  Medical 
Society.  One  must  surmise  that  the  founding  of 
the  Rhode  Island  Medical  Society  a year  later  — 
although  it  was  timely,  being  the  eighth  state  med- 
ical society,  and  despite  the  fact  that  there  is  no 
record  of  open  antipathy  among  the  profession  in 
Rhode  Island  — wisely  balanced  the  influence  of 
the  faculty  of  the  Medical  School.  There  appears 
to  have  been  the  most  cordial  relationship  between 
the  two  bodies,  and  good  balance  of  power;  it 
should  be  a good  precedent  for  the  future. 

Robert  V.  Lewis,  m.d. 

* * * 

THE  DOUBLE  HELIX  by  James  D.  Watson. 

Atheneum  Publishers,  New  York,  1968.  $5.95 

A good  yarn  well  told  is  a welcome  find  for  any 
weary  physician’s  reading  list.  Here  James  Watson, 
co-author  of  the  Watson-Crick  model  of  DNA, 
provides  that  kind  of  yarn.  Watson  was  twenty- 
four,  a geneticist  from  Indiana,  when  he  met  Fran- 
cis Crick,  aged  thirty-three  studying  for  his  PhD 
at  the  Cavendish  Laboratory  in  Cambridge.  Their 
unlikely  collaboration,  their  struggle  with  unfa- 
miliar techniques,  and  their  race  with  Nobel  prize 
winner,  Linus  Pauling,  provide  the  frame  for  this 
nontechnical  view  of  the  scientific  method  in  action. 

The  story  is  uniquely  personal,  full  of  tension 
and  drama,  the  candid  account  of  the  faltering 
search  for  a great  prize.  The  passive  prose  of  sci- 
entific writing  is  left  behind  replaced  by  the  direct 
voice  of  a man  telling  the  honest  truth  as  he  finds 
it. 

And  the  reader  who  knows  the  successful  solution 
of  the  key  to  the  genetic  code  that  resulted  can 
watch  with  delight  the  unfolding  of  a modern  tale 
of  Cinderella.  The  Double  Helix  will  become  a 
scientific  classic  without  a doubt. 

John  F.  W.  Gilman,  m.d. 


ONE  SENTENCE  ESSAY 

A politician  when  alive — a statesman  when  dead. 

. . . Harold  Macmillan 
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Two  new  full  time  chiefs  have  been  appointed  at 
the  Roger  Williams  General  Hospital:  PAUL  CA- 
LABRESI,  currently  Associate  Professor  of  Med- 
icine at  Yale  University,  will  begin  his  duties  July 
1,  1968.  He  will  hold  a joint  position  of  Professor 
of  Medical  Science  at  Brown  University. 

ISRAEL  DIAMOND,  formerly  from  the  Luther- 
an Medical  Center  and  the  New  York  University 
School  of  Medicine,  Downstate  Division,  assumed 
his  duties  as  Director  of  Laboratories  on  April  1. 
He,  too,  holds  a joint  appointment  with  Brown 
University,  where  he  has  the  title  of  Clinical  Pro- 
fessor of  Pathology  in  the  Roger  Williams  Hospital. 

* * * 

J.  JOHN  YASHAR  recently  was  Yisiting  Pro- 
fessor at  the  University  of  Miami  at  Coral  Gables, 
Florida. 

* * * 

WILLIAM  FETHIERE  rejoined  the  staff  of 
the  Roger  Williams  General  Hospital  in  March. 

* * * 

HENRY  T.  RANDALL,  surgeon  in  charge  of 
the  division  of  surgical  research  at  Rhode  Island 
Hospital,  lectured  at  the  Peruvian  Academy  of  Sur- 
gery, in  Lima,  Peru,  late  in  March  on  the  occasion 
of  the  Academy’s  10th  National  Congress.  He  was 
also  scheduled  to  lecture  at  Yanderbilt  Medical 
School  on  April  3. 

* * * 

Officers  of  the  Rhode  Island  Gastroenterology 
Society  re-elected  at  the  Society's  annual  meeting 
were:  RAYMOND  E.  MOFFITT,  president; 
WALTER  THAYER,  1st  vice  president;  ALFRE- 
DO C.  CASSIET,  2nd  vice  president;  RUSSELL 
S.  BRAY,  honorary  president;  and  CHARLES  F. 
JONES,  secretary-treasurer.  Named  to  the  board 
of  directors  were  RICHARD  D.  BARONIAN. 
JEFFREY  MOORE.  FRANCIS  P.  CATANZARO, 
and  LELAND  W.  JONES.  At  a meeting  held  in 
March  the  Society  heard  a discussion  of  “Achala- 
sia" by  Dr.  Hugh  Sangree  of  Yale  University. 

* * * 

JOHN  E.  FARRELL,  executive  secretary  of  the 
Society,  was  a Group  Leader  for  a discussion  on 
the  role  of  the  physician  in  health  education  of  the 
public  at  the  Third  National  Conference  on  Health 
Education  of  the  Public,  sponsored  by  the  Ameri- 
can Medical  Association,  and  held  in  Chicago 
April  4-6. 

* * * 

PETER  L.  MATH  I EL’,  RICHARD  P.  SEX- 
TON, and  HARRY  E.  DARRAH  attended  the  2nd 


National  Congress  on  Socio-Economics  of  Health 
Care  sponsored  by  the  AMA  and  held  in  Chicago 
late  in  March. 

* * * 

B.  CAIRBRE  McCANN  has  accepted  an  ap- 
pointment as  Director  of  the  Department  of  Phys- 
ical Medicine  and  Rehabilitation  at  the  Rhode  Is- 
land Hospital.  He  comes  to  Rhode  Island  from  the 
Crotched  Mountain  Foundation  at  Greenfield,  New 
Hampshire,  where  he  has  been  medical  director 
for  the  past  seven  years.  Born  in  Ireland,  he  grad- 
uated from  L'niversity  College  in  Dublin,  and  re- 
ceived his  medical  degrees  from  the  National  L'ni- 
versitv  of  Ireland. 

* * * 

A dinner  for  former  chiefs  at  the  Rhode  Island 
Hospital  was  recently  held  at  the  Hope  Club,  with 
President  John  Simmen  of  the  Rhode  Island  Hos- 
pital as  host.  The  men  honored  were:  MARSHALL 
N.  FULTON,  MEYER  SAKLAD,  KENNETH  G. 
BURTON,  HAROLD  W.  WILLIAMS,  RU- 
DOLPH W.  PEARSON  and  LAWRENCE  A. 
MARTINEAU. 

* * * 

HENRY  T.  RANDALL  recently  delivered  sev- 
eral lectures  on  preoperative  and  postoperative 
care  at  the  National  Surgical  Congress  of  the  Pe- 
ruvian Academy  of  Surgery  in  Lima,  Peru. 

* * 

MORRIS  W.  LAL’FER  was  the  principal  speak- 
er at  the  annual  corporation  meeting  of  the  Emma 
Pendleton  Bradley  Hospital  held  recently. 

* * * 

H.  FREDERICK  STEPHENS,  M.D.,  and  Mary 
his  wife,  of  Barrington,  R.I.,  have  completed  a tour 
of  voluntary  mission  work  on  the  Caribbean  isle 
of  St.  Lucia.  They  spent  two  months  helping  the 
impoverished  sick  at  St.  Jude’s  Hospital. 

Dr.  Stephens,  the  son  of  a physician,  is  Surgeon- 
in-Chief  and  Director  of  Ophthalmology  Resident 
Training  at  the  Rhode  Island  Hospital,  Providence. 
Mrs.  Stephens  is  Eastern  Region  Chairman  for  the 
International  Health  Activities  of  the  American 
Medical  Association's  Woman's  Auxiliary. 

This  husband-wife  medical  team  had  previous 
overseas  experience  with  CARE  MEDICO.  They 
were  introduced  to  the  St.  Lucia  mission  through 
the  Catholic  Medical  Mission  Board,  10  W.  17th 
St.,  New  York  City.  The  Board,  unsubsidized  and 
dependent  entirely  on  free-will  offerings,  was  start- 
ed 40  years  ago  by  Paluel  J.  Flagg,  a Yonkers 
(N.Y.)  physician,  and  the  late  Father  Edward  F. 
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Garesche,  S.J.  It  assists  Catholic  medical  mission 
staffs  with  lay  volunteer  professional  personnel,  to 
improve  their  care  given  charitably  to  the  destitute 
sick  of  all  faiths.  Most  of  its  medicines,  vitamins 
and  hospital  supplies  are  donated  by  the  pharma- 
ceutical and  hospital-supply  industries.  These  sup- 
plies, and  those  purchased  by  the  Board,  are 
shipped  free  of  charge  to  missionaries  for  free  dis- 
tribution among  their  destitute  patients. 

The  First  Unitarian  Church  of  Providence  mem- 
bers contributed  several  hundred  dollars  to  the 
Stephens  for  needed  instruments.  ‘‘We  and  the  Sis- 
ters are  most  appreciative,”  Dr.  Stephens  remarks. 
“Without  such  participation  — their  financial  help 
and  drug  firms  donations  of  pharmaceuticals,  op- 
erating supplies  and  equipment — this  project  could 
not  have  been  successful.” 

Patients  increased  daily  as  the  “bamboo  tele- 
graph” got  more  active,”  the  Stephens  report.  “We 
went  from  10  patients  the  first  day  to  72  patients 
ing  one  morning  ten  days  later.  Patients  treated 
totalled  1,100.  Lines  were  formed  by  8 a.m.  We 
held  clinics  in  the  mornings  and  operated  in  the 
afternoons. 

“Major  problems  were  cataracts  and  ptergiums. 
Altogether,  we  did  34  operations  for  the  former  and 
46  operations  for  the  latter.  Most  common  minor 
complaints  were  burning,  itching,  scratching  and 


watering  of  eyes.  Our  first  two  patients  were  little 
old  ladies  who  repeatedly  brought  us  coconuts. 

“We  brought  our  own  surgical  instruments  as 
well  as  a portable  trial  case.  With  the  cooperation 
of  the  Sisters  in  the  hospital  we  set  up  an  Eye 
Treatment  Room,  own  owrn  pharmacy  and  two  vis- 
ion lanes. 


SCANNING  THE  MEDICAL  LITERATURE 

DOMENICO  MAJOCCHI-HIS  PENILE  OCEL- 
LAE,  HIRSUTIES,  AND  PURPURA. 

Francesco  Ronchese,  M.D.,  Cutis  4:301-305 
March  1968. 

This  paper  presents  the  highlights  of  the  life  and 
accomplishments  of  a great  dermatologist  and  pio- 
neer in  dermopathology,  who  left  his  name  to  most 
discussed  and  controversial  purpura. 


ERRATA 

In  the  article  “A  Study  of  the  Effective- 
ness of  the  Smoking  Deterrence  Clinic” 
(April,  1968  issue  of  this  Journal)  the  last 
line  of  Chart  2 (page  250)  should  have  read: 
D 22  D;  and  in  Chart  4 (page  251)  the  ex- 
pression Placebo  Pills  should  have  been  on 
line  DD. 


MEDICAL  BUREAU 


of  the 

Providence  Medical  Association 


May,  1968 
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ALBUMIN  NASKAPI  IN  INDIANS  OF  THE 
UNGAVA 

Alloalbuminemia  is  a condition  in  which  the  in- 
dividual has  an  albumin  variant  different  from  com- 
mon albumin  (albumin  A).  Clinical  examinations 
were  performed  in  Naskapi  and  Montagnais  In- 
dians homozygous  and  heterozygous  for  an  inher- 
ited albumin  variant,  albumin  Naskapi,  common 
in  several  North  American  tribes  but  absent  in 
other  populations.  None  of  the  individuals  with  al- 
bumin Naskapi  appears  to  have  clinical  or  labora- 
tory findings  which  could  be  ascribed  to  alloalbu- 
minemia. Many  physiological  materials,  dyes,  and 
drugs  bind  to  serum  albumin,  and  some  of  these 
bind  differentially  to  the  albumin  variants.  This 
could  be  of  clinical  importance  in  American  Indians. 

. . . Blumberg  B.  S.;  Martin,  J.  R.;  and  Me- 
lartin,  L.:  JAMA  203:18,  (Jan.  15.)  1968 
* * * 

ENDEMIC  NEPHROPATHY  IN  BULGARIA 

A peculiar  chronic  renal  disease  has  been  ob- 
served in  the  last  ten  to  15  years  in  the  south- 
east section  of  Europe.  It  occurs  in  certain  localized 
areas  in  only  three  countries  — Bulgaria,  Romania, 
and  Yugoslavia.  It  is  a renal  disease  of  strictly 
endemic  character  and  it  has  been  called  either 
endemic  nephropathy  or  Balkan  nephropathy. 

Populations  living  in  towns  are  not  affected.  The 
majority  of  the  afflicted  patients  are  farmers  liv- 
ing in  small  villages.  Adults  between  the  ages  of 
30  and  60  are  most  often  affected.  The  disease 
frequently  affects  several  members  of  a family.  It 
has  been  found  equally  often  in  families  with  dif- 
ferent social  standards. 

Clinically  the  disease  is  characterized  by  a slow 
and  insidious  onset  with  complaints  of  weakness, 
fatigue,  anorexia,  weight  loss,  and  occasional  dull 
pains  in  the  lumbar  region.  In  a few  cases  hema- 
turia has  been  reported.  Patients  usually  have  a 
copper-yellowish  tint  to  the  skin.  Examination  of 


FOR  SALE 

Office  Equipment,  Instruments,  Books, 
Microtherm  Machine  Ultra  Sound  Treat- 
ment, Electrocardiogram,  Heartsound  pre- 
amp, Whirlpool,  Profxray  with  screen  and 
cassett  holder.  Exercise  - Master  Fully 
Equipped  Doctor's  Bag. 

Also  Home  and  Office  of  the  late  Dr.  C. 
Paul  Bruno.  Write  or  telephone  253-7373. 

Mrs.  C.  Paul  Bruno 
51  Church  Street 
Bristol,  Rhode  Island  02809 


urine  reveals  significant  proteinuria  and  some  hy- 
aline and  finely  granular  casts.  The  nephropathy 
seems  to  predominantly  of  a tubular  function  im- 
pairment type. 

It  seems  likely  that  this  nephropathy  is  the  re- 
sult of  chronic  intoxication,  with  damage  to  the 
metabolically  active  tubular  epithelium,  although 
this  hypothesis  is  not  proved.  There  is  no  evidence 
of  genetic  factors.  The  prognosis  is  unfavorable. 

. . . Astrug,  A.:  Guy’s  Hospital  Reports  V.  116, 
No.  2,  1967 

* * * 

ANGLO-AMERICAN  CARDIOVASCULAR 
COMPARISON 

Surveys  of  groups  of  over  600  middle-aged  men 
simarly  employed  in  England  and  in  the  eastern 
United  States  show  that  the  prevalence  of  chest 
pain  and  electrocardiographic  evidence  of  cardiac 
ischemia  are  significantly  more  common  among  the 
American  men,  particularly  those  over  50  years  of 
age.  This  finding  is  consistent  with  the  higher  U.S. 
death  rate  from  arteriosclerotic  heart  disease  re- 
ported in  the  national  vital  statistics.  The  higher 
blood  pressure  observed  in  Americans  is  readily 
explained  by  their  greater  body  weight  and  skin- 
fold thickness.  Although  there  are  differences  in 
smoking  habits,  the  excessive  adiposity  of  the 
Americans  is  the  more  likely  explanation  of  their 
adverse  experience  in  cardiovascular  disease. 

. . . D.  D.  Reid:  Lancet  2:1375,  (Dec.  30)  1967 
* * * 

LACTOSE  INTOLERANCE  IN  ASIANS 

This  investigation  was  prompted  by  the  clincal 
observation  of  lactose  intolerance  in  five  Asian  stu- 
dents who  were  attending  a gastroenterological  out- 
patient department  for  vague  abdominal  pain  asso- 
ciated with  intermittent  diarrhea.  This  initial  in- 
vestigation was  carried  out  to  determine  the  inci- 
dence of  lactose  intolerance  in  a group  of  asympto- 
matic Asian  students.  The  test  subjects  were  20 
Asian  students;  15  were  Chinese  from  Hong  Kong, 
Singapore  or  Malaysia,  and  five  were  from  the  In- 
dian subcontinent.  All  were  free  of  symptoms  but 
many  on  specific  questioning  admitted  to  abdomi- 
nal pain  and  diarrhea  after  ingesting  milk.  In  the 
control  group  the  mean  maximum  increase  in  blood 
glucose  after  80  gm.  of  lactose  was  34  mg./lOO  ml. 
In  Chinese  students,  the  mean  maximum  increase 
in  blood  glucose  after  80  gm.  of  lactose  was  8 mg./ 
100ml.  with  a range  of  0 to  25  mg,/100  ml.  In  the 
Indian  students,  the  mean  maximum  rise  in  blood 
glucose  was  8 mg./lOO  ml.  with  a range  of  0 to  30 
mg./lOO  ml.  Intolerance  to  lactose  is  common  in 
a Chinese  and  Indian  student  population. 

...A.  E.  Davis  and  T.  Bolin:  Nature  216:124, 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  43232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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lut  don’t  forget  this  about  Butazolidin  alka 

Contraindications:  Edema;  danger  of  cardiac 
lecompensation;  history  or  symptoms  of  peptic 
leer;  renal,  hepatic  or  cardiac  damage; 
listory  of  drug  allergy;  history  of  blood  dys- 
rasia.  The  drug  should  not  be  given  when  the 
iatient  is  senile  or  when  other  potent  drugs  are 
liven  concurrently.  Large  doses  of  Butazolidin 
Ika  are  contraindicated  in  glaucoma. 

yarning:  If  coumarin-type  anticoagulants  are 
iven  simultaneously,  watch  for  excessive 
icrease  in  prothrombin  time.  Instances  of 
evere  bleeding  have  occurred.  Persistent  or 
evere  dyspepsia  may  indicate  peptic  ulcer; 
erform  upper  gastrointestinal  x-ray  diagnostic 
ssts  if  drug  is  continued.  Pyrazole  compounds 
lay  potentiate  the  pharmacologic  action  of 
ulfonylurea,  sulfonamide-type  agents  and 
lsulin.  Carefully  observe  patients  receiving 
uch  therapy.  Use  with  caution  in  the  first  tri- 
lester  of  pregnancy  and  in  patients  with 
lyroid  disease. 

recautions:  Before  prescribing,  carefully 
sleet  patients,  avoiding  those  responsive  to 
jutine  measures  as  well  as  contraindicated 
atients.  Obtain  a detailed  history  and  a com- 
lete  physical  and  laboratory  examination, 
icluding  a blood  count.  The  patient  should  not 
xceed  recommended  dosage,  should  be 
osely  supervised  and  should  be  warned  to 
iscontinue  the  drug  and  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
ims  of  blood  dyscrasia);  sudden  weight  gain 
/ater  retention);  skin  reactions;  black  or  tarry 
ools  or  other  evidence  of  intestinal  hemor- 
lage  occur.  Make  complete  blood  counts  at 
eekly  intervals  during  early  therapy  and  at 
week  intervals  thereafter.  Discontinue  the 
ug  immediately  and  institute  counter- 
easures  if  the  white  count  changes  signifi- 
intly,  granulocytes  decrease,  or  immature 
rms  appear.  Use  greater  care  in  the  elderly 
id  in  hypertensives. 

Jverse  Reactions:  The  more  common  are 
msea  and  edema.  Swelling  of  the  ankles  or 
ce  may  be  minimized  by  withholding  dietary 
It,  reduction  in  dosage  or  use  of  diuretics.  In 
derly  patients  and  in  those  with  hypertension 
e drug  should  be  discontinued  with  the 
ipearance  of  edema.  The  drug  has  been 
sociated  with  peptic  ulcer  and  may  reac- 


tivate a latent  peptic  ulcer.  The  patient  should 
be  instructed  to  take  doses  immediately  before 
or  after  meals  or  with  milk  to  minimize  gastric 
upset.  Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug.  Agranu- 
locytosis, exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  Lyell’s  syndrome  (toxic 
necrotizing  epidermolysis),  or  a generalized 
allergic  reaction  similar  to  serum  sickness  may 
occur  and  require  permanent  withdrawal  of 
medication.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been 
reported.  While  not  definitely  attributable  to 
the  drug,  a causal  relationship  cannot  be 
excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have  been 
reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  hypersensitivity  angiitis,  pericarditis 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 


Dosage  in  Rheumatoid  Arthritis:  Initial:  3 to  6 
capsules  daily  in  3 or  4 equal  doses.  T rial 
period:  1 week.  Maintenance  dosage  should 
not  exceed  4 capsules  daily;  response  is  often 
achieved  with  1 or  2 capsules  daily. 


In  selecting  appropriate  dosage  in  any  specific 
case,  consideration  should  be  given  to  the 
patient’s  weight,  general  health,  age  and  any 
other  factors  influencing  drug  response.  (B)46-070-A 


Butazolidin8  alka  Geigy 

Capsules 

phenylbutazone,  100  mg.;  dried  aluminum 
hydroxide  gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 


r complete  details, 
;ase  see  full 
escribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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DID  YOU  KNOW? 

• The  incidence  of  cancer  in  the  United  States 
is  rising. 

• Over  915,000  people  are  expected  to  be  under 
medical  care  for  it  this  year.  Seventeen  years  ago 
the  incidence  rate  was  250  per  100,000.  Projecting 
to  1985.  the  ratio  is  expected  to  reach  375  per  100,- 
000  population. 

• Over  60  million  Americans  are  currently  pro- 
tected by  major  medical  expense  insurance,  a type 
of  protection  that  did  not  exist  20  years  ago. 

• There  are  five  major  forms  of  health  insur- 
ance being  offered  the  American  public.  They  are: 
hospital  expense:  surgical  expense;  regular  medical 
expense  (doctor  bills);  major  medical  expense:  and 
disability  or  loss  of  income  insurance  protection. 

• More  people  than  ever  before  — an  estimated 
57  million  — had  disability  or  “loss  of  income” 
protection  in  the  United  States  last  year.  Ten  years 
ago,  less  than  42  million  people  owned  this  type 
of  insurance. 

• iMedical  care  costs  increased  seven  per  cent  on 
the  Bureau  of  Labor  Statistics  Consumer  Price  In- 
dex table  last  year,  to  continue  as  the  most  rapidly 
expanding  item  in  the  Index  table. 

— Health  Insurance  Institute 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial /allergic  u.r.i.,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 

Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 

Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 

Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood  - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 


June,  1968 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by 
the  Washington  Office  of  the  Amer- 
ican Medical  Association. 

The  federal  government  has  established  a new 
agency  and  appointed  two  new  advisory  commit- 
tees in  the  health  care  field. 

The  new  agency  is  the  National  Center  for 
Health  Services  Research  and  Development.  The 
committees  are: 

1.  The  Medical  Assistance  Advisory  Council  that 
will  advise  the  secretary  of  Health,  Education  and 
Welfare  on  matters  relating  to  federal-state  med- 
ical aid  programs. 

2.  A panel  to  give  the  social  security  commis- 
sioner advice  on  experiments  to  find  new  methods 
of  reimbursing  hospitals  and  physicians  for  health 
care  under  medicare  and  other  federal  health  pro- 
grams. 

Health,  Education  and  Welfare  spokesmen  said 
the  new  center  will  work  with  universities,  indus- 
try, hospitals,  practitioners  and  research  institu- 
tions to  seek  new  ways  of  delivering  health  care. 
The  center  was  authorized  by  Congress  last  year 
at  the  Johnson  administration's  request. 

“The  ultimate  goal  of  the  center  is  to  aid  prac- 
titioners and  institutions  involved  in  health  serv- 
ices to  improve  the  distribution  and  quality  of 
services  and  to  make  the  best  possible  use  of  man- 
power, funds,  and  facilities,”  said  Dr.  Philip  R. 
Lee,  assistant  HEW  secretary  for  Health  and  Sci- 
entific Affairs. 

The  immediate  goals  of  the  center  were  listed  as: 

— More  efficient  utilization  of  health  personnel, 
including  the  development  of  new  types  of  health 
workers  at  the  professional,  technical  and  auxiliary 
levels. 

—Increased  productivity  and  better  management 
of  all  elements  of  the  medical  care  system  to  im- 
prove quality  and  moderate  rapidly  rising  costs. 

- — Technological  innovation,  for  immediate  appli- 
cation, to  achieve  cost  reduction  and  quality  im- 
provement. 

— To  survey  and  analyze  health  systems,  includ- 
ing costs  and  financing  and  to  test  new  concepts 
and  systems  of  health  care  delivery. 


— To  recruit,  train  and  develop  personnel  for 
health  services  research,  including  the  establish- 
ment of  regional,  non-Federal  centers  for  health 
services  research  and  training. 

— Collection  and  correlation  of  existing  informa- 
tion on  health  services  delivery  for  planning  and 
organization  design. 

— Initiation  of  systems'  studies  of  institutional 
design,  construction,  equipment  and  maintenance 
and  support  construction  of  cost-saving  innovations. 

Director  of  the  center,  which  is  under  the  newly 
created  Health  Services  and  Mental  Health  Ad- 
ministration, is  Dr.  Paul  J.  Sanazaro,  who  had  di- 
rected education  and  medical  care  research  for  the 
Association  of  American  Medical  Colleges  since 
1962. 

HEW  said  the  advisory  council  would  be  con- 
sulted on  program  development  and  practical  op- 
erational problems  involved  in  Medicaid  (Title 
XIX  of  Social  Security).  Such  programs  are  in 
operation  in  38  states,  Guam,  Puerto  Rico  and  the 
Virgin  Islands.  Rashi  Fein,  Ph.D.,  a chief  economist 
at  the  Brookings  Institution,  was  named  chairman 
of  the  21 -member  council  which  includes  six  phy- 
sicians: 

John  B.  Farley,  Pueblo,  Colo.;  Thomas  G.  Georg- 
es, Pennsylvania  health  and  welfare  official;  Amos 
N.  Johnson,  Garland,  N.C.;  Maynard  Shapiro,  Chi- 
cago, president-elect  of  the  American  Academy  of 
General  Practice;  George  W.  Slagle,  Battle  Creek, 
Mich.,  chairman  of  the  American  Medical  Associ- 
ation's Council  on  Medical  Service,  and  Donald 
Smith,  public  health  professor  at  the  University  of 
Michigan. 

The  Social  Security  Administration  said  the  re- 
imbursement panel  would  review  proposals  for  ex- 
periments submitted  by  institutions  and  individuals 
in  the  health  care  and  health  insurance  fields.  After 
such  reviews,  it  will  be  asked  to  recommend  the 
ones  it  believes  to  have  the  greatest  potential. 

Nathan  J.  Stark,  a Kansas  City,  Mo.,  business- 
man is  chairman  of  the  17-member  group.  Four 
members  are  physicians:  Solomon  J.  Axelrod,  Uni- 
versity of  Michigan;  Thomas  W.  Georges,  Jr., 
Pennsylvania  welfare  official;  Donald  R.  Hayes, 
(Continued  on  Page  378) 


376 


RHODE  ISLAND  MEDICAL  JOURNAL 


JUDGE  ANTI B IOTI C f 01 NTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  - neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


New 


Tegretol' 

carbamazepine 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.'s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient's  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


Therapeutic 
breakthrough 
in  non-narcotic 
control  ot 
the  pain  of 

trigeminal 

neuralgia 

laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  T 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liv 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  to 
etry,  are  recommended  for  patients  being  treated  with  this  drug  sin 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  < 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treater 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocy 
eosinophiiia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalitie 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressur 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  i 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatig 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  spee 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  e 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tir 
nitus,  paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndro 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliativ 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  er 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erytherr 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anori 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramp 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hy 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  arter 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular 
are  drug-related  is  not  known.  However,  some  of  these  complication 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  shouk 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  mi 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patien 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  rang 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  shouk 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottle: 
of  100  and  1000.  (B)46-820 

For  complete  details,  please  see  Prescribing  Information. 

Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Grounds...for  Regroton 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


when  you  want  to  provide  the  combined 
benefits  of  two  accepted  agents 
in  the  treatment  of  mild  to  moderate 

hypertension  * (Contraindications:  history  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.) 

when  you  want  to  prescribe  therapy 
that  is  generally  well  tolerated. 

(However,  adverse  reactions  may  occur.  For  a complete  listing, 
please  refer  to  the  full  prescribing  information  which  is  sum- 
marized below.) 


when  your  patient  wants  an  easy-to- 

remember  and  reasonably  priced 

■ 

regimen.  (One  tablet  a day  usually  costs  about  a dime.) 


Indications:  Hypertension.  Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  Warning:  With  the  administration  of  enteric- 
coated  potassium  supplements,  which  should  be  used  only  when 
adequate  dietary  supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery  for  these  lesions  has  frequently 
been  required  and  deaths  have  occurred.  Discontinue  coated 
potassium-containing  formulations  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  1 week  before  electroshock  therapy,  and  if  depression 
or  peptic  ulcer  occurs.  Use  in  pregnancy:  Regroton  should  be  used 
in  pregnant  patients  or  in  women  of  childbearing  potential  only 
when,  in  the  judgment  of  a physician,  its  use  is  deemed  essential  to 
the  welfare  of  the  patients;  adverse  reactions  (thrombocytopenia, 
hyperbilirubinemia,  altered  carbohydrate  metabolism,  etc.)  are  po- 
tential problems  in  the  newborn.  Precautions:  Antihypertensive 
therapy  with  Regroton  should  always  be  initiated  cautiously  in  post- 
sympathectomy patients  and  in  patients  receiving  ganglionic  block- 
ing agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one- 
half.  To  avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic  or  adrenergic  drugs 
or  other  supportive  measures  as  indicated.  Because  of  the  possibil- 
ity of  progression  of  renal  damage,  periodic  kidney  function  tests 
are  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during  therapy,  Regroton  should 
be  discontinued  and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take  particular  care  in  cir- 
rhosis or  severe  ischemic  heart  disease  and  in  patients  receiving 


corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gall- 
stones (biliary  colic  may  be  precipitated).  Bronchial  asthma  may 
occur  in  susceptible  patients.  Adverse  Reactions:  The  drug  is  gen- 
erally well  tolerated.  The  most  frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diarrhea,  constipation,  muscle  cramps, 
headache,  dizziness  and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression,  bradycardia  and  ec- 
topic cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyperuricemia, 
lassitude,  restlessness,  transient  myopia,  impotence  ordysuria, 
orthostatic  hypotension  which  may  be  potentiated  when  chlorthali- 
done is  combined  with  alcohol,  barbiturates  or  narcotics,  leuko- 
penia, aplastic  anemia,  skin  rashes,  thrombocytopenia,  agranulo- 
cytosis, nasal  stuffiness,  increased  gastric  secretions,  nightmare, 
purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic  atrophy 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the  skin, 
a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gain,  decreased  libido,  dryness  of  the  mouth,  deafness, 
anorexia,  and  pancreatitis  when  epigastric  pain  or  unexplained 
G.l.  symptoms  develop  after  prolonged  administration.  Jaundice, 
xanthopsia,  paresthesia,  photosensitization  and  necrotizing  angi- 
itis are  possible.  Average  Dosage:  One  tablet  daily  with  breakfast. 
Availability:  Pink,  single-scored  tablets  in  bottles  of  100  and  1000. 
For  details,  see  complete  Prescribing  Information.  (B)46-600-B 
Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation  ft iw 
Ardsley,  New  York  10502 
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Springfield,  Mass,  and  Pierre  J.  Salmon,  San  Ma- 
teo. Calif.,  county  public  health  and  welfare  official. 

* * * 

The  American  Medical  Association  urged  that 
Congress  appropriate  maximum  amounts  for  sup- 
port of  medical  education. 

The  AMA  position  was  outlined  by  Dr.  C.  H. 
William  Ruhe,  director  of  the  AMA's  division  of 
medical  education,  at  a hearing  of  a House  appro- 
priations subcommittee. 

“We  recognize  the  present  concern  of  the  Con- 
gress and  the  nation  for  an  overall  reduction  in 
federal  expenditures,”  Dr.  Ruhe  said.  “However, 
we  believe  that  the  urgent  need  for  more  physicians 
merits  the  funding,  to  the  fullest  extent  possible, 
of  legislation  supporting  medical  education.  . . . 

“An  urgent  need  exists  in  this  country  for  more 
physicians  to  meet  the  health  care  needs  of  the 
American  public.  This  need  can  only  be  met  ef- 
fectively by  a major  increase  in  the  capacity  of 
American  medical  schools  to  educate  more  physi- 
cians.” 

Dr.  Ruhe  noted  that  Federal  aid  to  medical 
schools  under  the  proposed  Health  Manpower  Act 
of  1968  would  not  become  available  before  1970. 
Therefore,  he  said  efforts  must  be  made  to  secure 
the  essential  immediate  increase  in  financial  sup- 
port through  increased  appropriations  under  exist- 
ing law.  He  listed  the  Health  Professions  Educa- 
tional Aissistance  Act,  the  Health  Research  Fa- 
cilities Construction  Act.  the  Medical  Act,  and  the 
general  research  support  authority  of  the  National 
Institutes  of  Health. 

:)e 

Gov.  Nelson  Rockefeller  of  Xew  York  and  two 
Dther  witnesses  at  a Senate  subcommittee  hearing 
supported  national  compulsory  health  insurance  as 
a solution  of  the  problem  of  rising  health  care  costs. 

The  other  witnesses  were  Olcott  D.  Smith,  chair- 
man of  Aetna  Life  and  Casualty  Company,  who 
expressed  belief  that  private  companies  could  work 
with  the  government  effectively  on  such  a program, 
and  economist  Victor  Fuchs. 

But  Wilbur  J.  Cohen,  acting  secretary  of  Health, 
Education  and  Welfare  who  favored  the  plan  20 
years  ago,  said  he  now  believes  the  government 
should  move  on  other  fronts.  He  said  it  would  be 
difficult  — a “monumentable  task”  — at  this  time 
to  achieve  a workable  and  acceptable  program  of 
compulsory  national  health  insurance.  He  did  not 
foresee  the  United  States  following  the  pattern  of 
European  nations  in  adopting  a monolithic  central 
health  system  for  the  entire  nation.  He  said  this 
country  is  too  large  for  a single  plan  but  that  the 


benefits  under  any  various  plans  adopted  should 
be  relatively  uniform  for  all  Americans. 

Cohen  said  first  priority  now  should  be  given 
maternal  and  child  health  programs.  He  listed  as 
other  “must”  programs  the  expansion  of  medical 
manpower  and  health  facilities  and  the  continued 
investment  in  health  research. 

Sen.  Abraham  Ribicoff  (D.,  Conn.),  chairman 
of  the  subcommittee  holding  hearings  on  health 
care  costs,  also  said  that  the  emphasis  now  should 
be  on  more  immediate  solutions.  He  said  that  his 
experience  with  the  fight  over  medicare  had  con- 
vinced him  that  it  would  be  a long  time  before  Con- 
gress would  accept  compulsory  national  health  in- 
surance. 

He  said  that  the  first  week  of  the  hearings 
‘‘made  clear  that  a health  care  system  in  America 
must  include  everyone  — public  and  private  or- 
ganizations, insurance  companies,  the  Blues,  the 
voluntary  hospitals,  nursing  homes,  medical  soci- 
eties, individual  private  practitioners,  those  who 
practice  medicine  in  groups,  and  state,  local,  and 
federal  agencies.” 

* * * 

Manufacturers  of  oral  contraceptives  are  being 
asked  by  the  Food  and  Drug  Administration  to  re- 
vise uniform  labeling  for  the  products  to  reflect 
findings  from  research  in  Great  Britain  that  there 
is  an  association  between  the  use  of  oral  contra- 
ceptives and  thromboembolic  diseases 

Dr.  Herbert  L.  Ley,  Jr.,  director  of  the  FDA’s 
Bureau  of  Medicine,  notified  the  manufacturers  of 
the  publication  of  the  British  reports  in  the  April 
27  issue  of  the  British  Medical  Journal.  He  called 
the  companies  to  a Washington  meeting  for  dis- 
cussion of  “prompt  revision  of  uniform  labeling.” 

Proposed  labeling  changes,  based  on  preliminary 
results  and  unofficial  reports  of  the  British  find- 
ings, had  been  submitted  to  U.S.  manufacturers  by 
the  FDA  last  month. 

The  proposed  new  FDA  labeling  would  reflect 
the  findings  of  the  British  studies  and  would  be 
aimed  at  prescribing  physicians,  an  FDA  spokes- 
man said. 
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If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  consider 
DECLOMYCIN  300  mg  b.i.d. 

The  maintenance  dosage  of  DECLOMYCIN 
300  mg  can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

In  clinical  practice,  blood  levels  produced  by  a 
therapeutic  dose  of  DECLOMYCIN  are  high, 
prolonged,  and  effective,  because  of  high  serum 
binding  and  slow  renal  clearance. 

DECLOMYCIN 

DEMETHYLCHLORTKITiACYCLINE 


Prescribing  information  on  next  page. 


b.i.d. 


DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and.  if 
therapy  is  prolonged,  serum  level  determinations  maybe 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects— Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hyper- 
sensitivity reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Gin  given  in  equally  divided  doses  over  a period  of  10  to  15  days 
should  be  followed.  Close  follow-up  observation  of  the  patient  is 
recommended,  including  appropriate  laboratory  tests,  since  demethyl- 
chlortetracycline  has  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Spinal  fluid  examination  should  be  included  as  part  of  this 
follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  ef- 
fectively with  a single  dose  of  600-900  mg  of  DECLOMYCIN  De- 
methylchlortetracycline.  Individuals  unable  to  tolerate  large  single 
doses  due  to  gastrointestinal  side  effects  may  be  treated  with  150  mg 
every  6 hours  for  a minimum  of  4 doses  or  300  mg  every  12  hours  for 
a minimum  of  2 doses.  Females  should  be  treated  with  a dosage  of 
150  mg  every  6 hours  or  300  mg  every  12  hours  until  a cure  is  effected. 
Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


)nce  a day,  every  day 

iNDURONYL 


IETHYQLOTHIAZIDE  5 mg.  with 
ESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


HI  (Groov'd)  do  724* 


EUTRON 


Pro  tow 

HydiocOtaitft  ft 
M«CtycMhiir4(  “» »C 
Ctorfno  fufefjMJ  $ A 
proftfets  tapensr'i 

■*ftcu!  pfnaotoi 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 

PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

METHVCLOTHIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
When  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  "cold 
preparations"  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  paiients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


Peripatetics 


Among  the  large  number  of  Rhode  Island  pedia- 
tricians who  recently  attended  the  American  Acad- 
emy of  Pediatrics  in  Atlanta.  Georgia,  were  REGI- 
NALD ALLEN,  MAURICE  ADELMAX,  BA- 
XICE  FEIXBERG.  RUDOLPH  JAWORSKI, 
and  JOHX  BARRETT. 

* * * 

Boston  was  the  site  of  the  annual  meetings  of 
both  the  American  Society  of  Internal  Medicine 
and  the  American  College  of  Physicians  this  year. 

Officers  and  delegates  from  the  Rhode  Island 
Society  of  Internal  Medicine  included  CONSTAN- 
TINE GEORAS.  KEXXETH  X AX  I AX.  MEL- 
VIN HOFFMAN  and  ROBERT  LEWIS. 

* * * 

At  the  meetings  of  the  American  College  of  Phy- 
sicians, WILLIAM  J.  H.  FISCHER  was  elected 
Governor  for  the  College  from  Rhode  Island,  suc- 
ceeding IRVING  A.  BECK.  A reception  marking 
this  event  was  held  for  the  Rhode  Island  group  at 
the  Sheraton  Boston,  where  the  governors  from  the 
other  New  England  States  and  Atlantic  Provinces 
in  Canada  attended.  JOSEPH  CHAZAN  and 
JORDAN  COHEX  presented  a paper  in  the  renal 
section  of  the  College  on  dialysis  for  doriden  poi- 
soning. 

* * * 

Recent  staff  changes  at  the  Roger  Williams  Hos- 
pital include  appointments  to  the  Senior  Active 
Staff  of  LOUIS  LIPPITT  and  ARTHUR 
VAUGHN.  New  members  of  the  active  staff  are 
MARY  ARNOLD  in  Pediatrics,  PAUL  BERN- 


STEIN in  Neurosurgery.  JOSEPH  FLYNN,  ROB- 
ERT DeFOREST,  PERRY  GARBER,  all  in  med- 
icine: RAMESH  GULATI  an  Anesthesiology,  .AL- 
FRED MOON  in  Radiology,  RICHARD  PERRY 
in  Surgery,  and  ANTONIO  CAPONE  in  Psychi- 
atry. 

The  .Associate  Active  Staff  now  includes  SALO- 
MON ALFIE  in  Psychiatry,  ISMAIL  ERSEYIM 
in  Psychiatry,  and  HOWARD  STURIM  in  Plastic 
Surgery. 

ROBERT  DAVIS  has  been  appointed  to  the 

Consulting  Staff  in  Medicine. 

* * * 

DR.  A.  A.  SAVASTANO,  chairman  of  the  com- 
mittee on  the  medical  aspects  of  sports  of  the 
Rhode  Island  Medical  Society,  and  a member  of 
President  Johnson's  Council  on  Physical  Fitness, 
was  cited  on  May  3 at  the  annual  meeting  of  the 
American  College  of  Sports  Medicine,  held  at 
Pennsylvania  State  University,  for  his  contributions 
to  sports  medicine  through  the  years. 

Doctor  Savastano,  surgeon-in-chief,  department 
of  orthopedic  surgery  and  fractures  at  Rhode  Is- 
land Hospital,  served  as  physician  last  year  for 
the  American  team  that  competed  in  the  Pan 
American  games,  and  for  the  past  six  years  he  has 
been  instrumental  in  developing  the  outstanding 
conferences  on  medical  aspects  of  sports  held  in 
August  at  the  University  of  Rhode  Island  in  co- 
operation with  the  State  Medical  Society  s commit- 
tee which  he  heads. 

(Continued  on  Page  385) 


DERMAQUIZ 

Conducted  by  FRANCESCO  ROXCHESE,  M.D. 


At  left,  painful  fingertips  because  of  a very  thin  skin  and  the  development  of  fis- 
sures. At  right,  the  fingertips  are  marked,  but  thick  and  there  is  no  pain  or  discomfort. 

Answer  on  Page  390 
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when  cough 
is  not 

the  only  sound 
you  hear  ♦ ♦ * 


OMNI-TUSS*  b.i.d. 


. . • because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  Yz  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


FACT  L LEGEND 


VjCr*  LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


p IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  and  MY- JUNE. 

OVERWEIGHT  PEOPLE  , 

3*  ARr  LEAST  r^CPFp 
INTERESTED 

/ IN  DIET  !N  S/nTfTii 
DECEMBER.  JjUsjlTj'* 


T*Cost  of 

mm  EXTKTABS/ 

6 APPROXIMATELY  t 
\ ONE-HALF  THAT  OF 
\ OTHER  LEADING  U 
^ \ APPETITE  \ 
SUPPRESSANTS. 

m IMPORTANT  FACTOR 
Si  LOm-TkM  THERAPY! 


JANUARY 


£3  Yo 

CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


A\1  BAR  2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY /Indications:  Ambar 
! suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  21,LJ.r)riD|  NC 

RICHMOND,  VA.  23220  rx  rl 


PERIPATETICS 

(Concluded  from  Page  382) 

In  addition  to  his  many  other  commitments, 
Doctor  Savastano  is  orthopedic  surgeon  to  the  de- 
partment of  athletics  at  the  University.  In  1959  he 
was  awarded  an  honorary  doctor  of  science  by  the 
University  for  his  outstanding  services  to  the  com- 
munity and  the  Medical  Profession. 

* * * 

MAURICE  W.  LAUFER,  director  of  Emma 
Pendleton  Bradley  Hospital  in  Riverside,  was 
elected  as  a Fellow  of  the  American  College  of 
Psychiatrists  at  their  annual  meeting  at  the  Shera- 
ton-Boston  Hotel  in  Boston.  Saturday,  May  11. 

The  presentation  of  the  certificate  of  Fellow- 
ship was  made  to  Dr.  Laufer  at  a dinner  meeting, 
and  in  a letter  to  him  the  American  College  of 
Psychiatrists  stated,  ‘‘Your  superior  personal  and 
professional  attributes,  together  with  your  work  in 
this  field,  have  led  us  to  the  conclusion  that  your 
affiliation  will  be  an  asset  to  the  group.” 

This  is  the  second  honor  in  four  days  for  the 
Bradley  Director.  The  new  school  building  at  Har- 
mony Hill  School  in  Glocester,  R.I.  was  dedicated 
to  Dr.  Laufer  on  Tuesday,  May  7. 


MEDICALLY  INDIGENT  (PAKISTAN) 

Sir:  — I have  gone  through  your  editorial  on 
medical  ethics  and  also  some  letters  on  the  issue 
published  in  your  esteemed  daily. 

Idea  has  seemingly  grown  among  some  people 
that  qualified  doctors,  taking  advantage  of  their 
rarity,  exploit  the  public  and  earn  a lot.  I would 
request  that  some  people  go  round  and  find  out 
what  percentage  of  our  people  go  to  qualified  doc- 
tors and  pay  them.  I can  say  that  not  more  than 
ten-fifteen  per  cent  of  our  people  can  afford  even 
to  call  on  2-rupee-visit  doctors,  not  to  speak  of 
specialized  treatment.  The  condition  is  all  the  more 
deplorable  in  rural  and  suburban  areas. 

I do  not  think  that  just  increasing  the  number 
of  doctors  will  bring  any  solace  to  the  people. 

Ninety  per  cent  of  the  population  rely  on  quacks 
and  cheap  medicine,  witchcraft  and  all  that  non- 
sense. Just  adding  to  the  present  number  of  doctors 
will  not  help,  if  the  people  cannot  afford  to  go  to 
them.  For  lack  of  education,  people  lack  in  the  ne- 
cessary medical  sense  also. 

A survey  of  the  rural  and  suburban  doctors  and 
pharmacies  on  the  quantum  of  earning  by  practice, 
earning  by  selling  medicine  and  buying  capacity  of 
the  patients  etc.,  will  reveal  a number  of  sorry  facts. 
—Yours  etc.,  MRS.  SHAHIDA  RAHMAN,  Mani- 
kganj. 

— The  Pakistan  Observer 


SCANNING  THE  MEDICAL  LITERATURE 

I 


AN  EARLY  AMERICAN  JOURNAL  KEYED 

TO  MEDICAL  STUDENTS:  A Pioneer  Con- 
tribution of  Elisha  Bartlett.  Irving  A.  Beck. 

Bull.  Hist.  Med.  40:124,  1966. 

Elisha  Bartlett,  a native  of  Rhode  Island  and 
graduate  of  Brown  University  in  1826,  is  best 
known  to  this  generation  through  the  delightful 
biographical  essay  by  Sir  William  Osier  which  was 
delivered  before  this  SOCIETY  on  7 December 
1899  (in  addition  to  its  publication  in  the  Transac- 
tion, it  was  later  published  in  An  Alabama  Student 
and  other  Biographical  Essays,  a reading  of  which 
is  recommended,  particularly  for  those  concerned 
with  the  new  medical  program  at  Brown  Univer- 
sity). 

His  earliest  original  medical  contribution  was 
The  Monthly  Journal  of  Medical  Literature  and 
American  Medical  Students  Gazette  which  appeared 
in  January  1832.  While  this  was  short-lived  it 
represented  a novel  contribution  in  that  he  at- 
tempted to  interest  the  medical  student  in  what 
might  be  termed  the  humanistic  aspect  of  his  pro- 
fession, and  to  consider  improving  the  plan  of  med- 
ical education. 

The  article  reviews  the  probable  reasons  for  the 
failure  of  this  pioneer  enterprise.  Another  journal 
with  the  same  intent  did  not  appear  until  1883  at 
which  time  the  editor  was  obviously  unaware  of 
Bartlett’s  previous  original  effort. 


Curran  & Burton 
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ONE  SENTENCE  ESSAY 

I think  we  need  a lot  more  group  practices  — 
though  I confess  I'm  troubled  by  the  point  . . . that 
at  places  like  the  Mayo  Clinic  the  patient  doesn’t 
always  get  the  warmth  he  wants. 

— Selig  Greenberg,  quoted  in  Medical  Economics, 
April  15,  1968 
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THE  FUTURE  OF  THE  PRIVATE  PRACTICE 
OF  MEDICINE* 


Shortage  of  General  Practitioners 
Matter  of  National  Concern  Calling 
for  Netv  Approaches  to  the  Prob- 
lems Involved 

Time  passes  quickly  as  one  gets  older  and  this 
year  has  seemed  unusually  short.  As  I conclude 
my  term  I express  my  gratitude  to  the  membership 
for  the  high  honor  and  privilege  of  being  your 
President.  It  has  been  a good  year,  but  a busy 
one  with  the  profound  changes  that  are  affecting 
medical  care.  There  have  been  many  problems,  and 
it  would  have  been  a difficult  year  if  it  were  not 
for  the  support  and  help  of  our  many  experienced 
committees,  our  Officers,  and  particularly  our  Ex- 
ecutive Secretary  and  staff. 

This  evening  offers  me  the  opportunity  to  ex- 
press some  of  my  thoughts  and  impressions  of 
changes  that  are  occurring  in  our  medical  practice. 

We  will  soon  complete  our  second  year  of  the 
operation  of  Title  XVIII,  our  Medicare  program 
for  the  elderly.  We  have  learned  during  this  time 
to  understand  and  live  with  the  law;  and  with  the 
new  amendments  that  have  been  added  on  January 
1 of  this  year  it’s  a better  law.  Many  of  the  pa- 
tients still  do  not  understand  it  well  and  object  to 
using  it  because  they  have  been  accustomed  to 
paying  their  own  medical  bills  and  feel  that  they 
are  now  asking  for  charity. 

On  the  other  hand,  there  are  those  patients  un- 
der Title  XIX,  our  Medicaid  Law,  who  are  having 
a real  joyride  going  to  different  physicians  and 
having  a variety  of  tests  and  x-rays  done,  many  of 
which  are  repetitious.  This  is  because  under  Title 
XIX  the  patient  does  not  have  to  pay  the  $50  de- 
ductible or  the  20  per  cent  after  the  deductible  is 
used,  as  the  Medicare  patients  do.  They  also  can 
be  demanding  and  less  appreciative,  with  a ten- 
dency not  to  keep  their  appointments,  nor  to  follow 
advice  well. 


^Presidential  Address  of  Stanley  D.  Davies,  M.D.,  at 
the  157th  Annual  Scientific  Assembly  of  the  Rhode 
Island  Medical  Society,  May  7,  1968  at  Providence 
'R.I. 


The  Author: 

STANLEY  D.  DAVIES,  M.D., 

of  West  Warwick,  R.I.  President,  1967-68,  The 
Rhode  Island  Medical  Society. 


Rhode  Island  has  been  more  fortunate  than 
most  areas.  In  several  of  the  states  that  have  been 
promising  to  pay  usual  and  customary  fees  the 
Welfare  Department  has  only  been  able  to  meet 
25-50  per  cent  of  their  obligations  because  of  lack 
of  funds.  In  some  of  the  states  income  limits  are 
so  high  they  include  one-third  of  their  population 
under  Medicaid.  This  has  made  the  cost  of  Title 
XIX  far  beyond  their  expectation.  However,  of- 
ficials of  the  Department  of  Health,  Education  and 
Welfare  who  hade  a survey  here  in  January  stated 
that  the  Rhode  Island  Program  of  Medical  Assist- 
ance is  among  the  best  of  the  14  states  that  they 
had  investigated. 

One  of  the  major  problems  in  our  profession  to- 
day is  the  trend  toward  specialization.  The  pen- 
dulum has  swung  so  far  in  this  direction  that  there 
are  very  few  family  physicians  left.  Unless  we  are 
going  to  have  group  practice  the  patient  needs  to 
see  his  family  physician  first,  and  then  if  his  ill- 
ness requires  it  he  may  be  referred  to  the  proper 
specialist.  Without  following  this  procedure  the  pa- 
tient may  drift  from  one  specialist  to  another,  wast- 
ing our  time  and  his  money.  During  the  past  win- 
ter, we  have  noticed  a serious  request  for  more 
physicians  to  make  house  calls,  and  the  newspapers 
have  made  headlines  of  this  situation  — unfortu- 
nately. Some  of  the  shortage  of  physicians  for 
house  calls  may  be  due  to  the  demands  of  Medicaid 
patients,  who  ask  for  unnecessary  house  calls  since 
they  do  not  have  to  pay  the  fee  themselves. 

There  is  a trend  throughout  the  entire  country 
of  a shortage  of  general  practitioners.  Thirty- 
five  years  ago  the  ratio  of  generalists  to  spe- 
cialists was  3 to  1.  Now  the  ratio  is  completely 
reversed.  In  a few  years  the  situation  will  be  even 
worse,  because  the  older  family  physicians  are  re- 
tiring or  dying,  and  the  younger  men  are  not  en- 
tering general  practice.  When  the  student  enters 
(Continued  on  next  page) 
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medical  school  he  may  have  been  influenced  to 
make  medicine  his  career  because  he  admired  his 
family  doctor.  However,  this  may  be  his  last  con- 
tact with  a family  physician.  Throughout  medical 
school  and  his  internship  his  professors,  instruc- 
tors, and  teachers  are  always  specialists  who  at 
times  may  be  critical  of  the  diagnosis  and  treat- 
ment by  the  local  medical  doctor  prior  to  a patient's 
admission  to  the  hospital. 

Over  the  past  20  years  the  general  practitioner 
has  been  gradually  denied  his  various  privileges  in 
the  hospital.  He  is  now  merely  given  a courtesy  ap- 
pointment and  can  take  care  of  only  less  serious 
problems.  It  is  no  wonder  that  the  intern  loses 
his  esteem  for  his  old  family  physician  and  decides 
then  and  there  to  enter  a specialty.  Nowadays  some 
students  may  decide  in  medical  school  what  spe- 
cialty they  want  and  then  they  may  not  even  take 
a rotating  internship.  Certainly,  the  majority  of 
students  at  this  time  do  not  know  in  what 
field  of  medicine  they  are  best  qualified.  Conse- 
quently, some  may  be  unhappy  in  their  professional 
choice  the  rest  of  their  lives,  and  some  may  give  up 
their  specialty  after  a few  years  and  turn  to  some 
other  field  of  medicine.  The  old  method  of  starting 
out  in  general  practice  for  a few  years  and  later 
taking  up  a specialty  was  a good  one  and  should 
be  revived. 

Our  problems  now  are  how  we  can  encourage 
more  students  to  enter  general  practice  and  how 
we  can  again  restore  the  image  of  the  family  phy- 
sician. In  1966  the  AMA  appointed  an  Ad  Hoc 
Committee  on  Education  for  Family  Practice,  and 
in  September  of  that  year  they  printed  a detailed 
55-page  report.  Their  recommendations  were  that 
hospitals  establish  a 3-year  intern-resident  train- 
ing program  for  family  physicians.  In  order  to  give 
more  prestige  the  American  Academy  of  General 
Practice  suggests  that  a specialty  board  be  estab- 
lished for  the  family  physician.  Doctor  Carroll  L. 
Witten,  President  of  the  AAGP,  writes: 

“His  training  will  require  a 3-year  residency 
and  include  behavorial  as  well  as  the  physical 
sciences.  He  will  be  a specialist  in  breadth  rather 
than  in  depth,  and  his  function  will  be  patient 
oriented  rather  than  disease  oriented.  Under  the 
new  plan  the  qualified  family  physician  will  pro- 
vide comprehensive  care  to  all  age  groups  and 
channel  those  with  more  complicated  pathological 
conditions  to  specialists  with  the  required  train- 
ing and  skill.  The  family  physician  will  see  his 
patient  through  the  consultation,  therapeutic,  or 
operative  stages;  oversee  his  convalescence;  and 
follow  through  with  rehabilitation.” 

This  plan  is  commendable,  but  it  will  be  some 
time  before  it  will  produce  enough  family  physi- 


cians. We  are  in  need  of  coverage  now.  One  sug- 
gestion offered  is  that  the  students  now  graduating 
could  take  a 1-year  rotating  internship  and  then 
enter  general  practice  for  3 to  5 years  in  lieu  of 
the  2 years  in  the  Military  Service  which  all  are 
required  to  serve  at  this  time.  At  the  end  of  this 
required  time  in  general  practice  they  might  like 
either  to  continue  on  as  family  physicians  or  they 
would  know  by  then  for  what  specialty  they  might 
be  best  qualified. 

Perhaps  during  their  training  program  it  might 
be  possible  that  a resident,  on  his  afternoons  and 
evenings  off,  could  make  emergency  house  calls  for 
doctors.  It  would  be  good  experience  and  a source 
of  income  for  him.  I am  sure  the  local  Medical  Bu- 
reau call  service  would  be  happy  to  have  someone 
they  could  use  for  emergency  calls. 

Our  most  recent  challenge  to  the  private  practice 
of  medicine  is  the  inauguration  by  the  AFL-CIO  of 
a proposal  for  a comprehensive  group  health  plan 
in  Rhode  Island.  This  has  perhaps  caused  more  con- 
cern by  some  of  our  members  than  it  should,  because 
they  are  not  aware  that  this  is  a trend  through- 
out the  entire  country  to  attempt  to  obtain  low 
cost  comprehensive  health  care.  The  Department 
of  Health,  Education  and  Welfare  held  a conference 
in  October  1967  for  the  Promotion  of  Group  Prac- 
tice. In  March  of  this  year  the  American  Medical 
Association  sponsored  a Socio-economic  Congress 
with  speakers  from  the  Department  of  Health,  Ed- 
ucation and  Welfare  on  this  subject.  Prepaid  group 
health  practice  plans  have  been  in  existence  for  at 
least  a quarter  of  a century  and  have  not  won  any 
popularity  contests  with  either  the  public  or  the 
profession.  They  now  constitute  only  6 per  cent  of 
the  total  medical  practice  throughout  the  country. 
The  main  concern  of  our  Medical  Society  is  that  our 
people  in  Rhode  Island  receive  quality  health  care. 
The  unions  are  forming  their  group  health  plan 
because  they  sincerely  feel  that  they  can  give  quali- 
ty health  care  at  a lower  cost.  For  this  reason  the 
Rhode  Island  Medical  Society  neither  approves  nor 
disapproves  of  their  plan.  I think  we  all  question, 
however,  whether  the  subscriber  or  patient  will  be 
satisfied  when  he  is  unable  to  have  his  own  choice 
of  physician,  dentist,  or  hospital.  When  one  is  sick 
he  likes  to  have  his  choice  of  physician,  surgeon,  or 
hospital.  The  most  important  factor  in  medical 
care  is  having  confidence  in  one's  own  personal 
physician. 

One  concern  of  some  of  our  members  is  the  ques- 
tion of  whether  the  AFL-CIO  plan  will  spread  to 
other  groups.  I feel  that  if  we  continue  to  give 
our  patients  the  best  medical  care  and  service  at 
a reasonable  cost  there  wall  be  no  need  of  the  ex- 
pansion of  the  AFL-CIO  health  plan  to  other  un- 
ions and  groups.  Through  our  own  Rhode  Island 
(Concluded  on  Page  394) 
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THE  TREATMENT  OF  PROMINENT  EARS 


Surgical  Correction  Improves  So- 
cial Adjustment. 

Prominent  ears,  also  called  occasionally  lop  ears 
and  loving  cup  ears,  are  a rather  common  physical 
abnormality  which  can  lead  to  psychologic  disturb- 
ances. Before  the  child  enters  school  he  circulates 
in  a fairly  protected  environment;  however,  after 
entering  he  becomes  the  object  of  ridicule  by  his 
playmates  and  the  subject  of  unnecessary  mockery 
and  painful  remarks.  Although  many  children  sur- 
vive the  torment  and  go  on  to  lead  useful  lives,  the 
awareness  and  memory  of  these  unfortunate  ex- 
periences may  in  some  leave  deep  permanent  scars. 
For  these  reasons  surgical  correction  of  protruding 
ears  is  usually  advisable  at  about  the  time  the  child 
begins  school.  At  six  years  of  age  the  ear  is  ap- 
proximately adult  size  and  there  is  no  danger  of 
restricting  growth  from  corrective  surgery.  Early 
correction  can  contribute  to  the  development  of  the 
happy,  normal  child. 

ANATOMY  AND  PATHOLOGY  OF  THE 
EXTERNAL  EAR 

The  auricle  or  pinna  extends  from  the  side  of  the 
head  at  an  angle  of  approximately  30  . The  frame- 
work of  the  external  ear  is  made  up  of  elastic  car- 
tilage with  a closely  adherent  thin  skin  covering. 
The  prominent  rim  of  the  auricle  is  called  the  helix 
(Fig.  1).  Another  prominence,  parallel  with  and 
anterior  to  the  helix  is  called  the  antihelix,  which 
divides  superiorly  into  the  crura,  between  which  is 
a triangular  depression.  The  curved  depression  be- 
tween the  helix  and  the  antihelix  is  called  the 


From  the  Department  of  Surgery,  Division  of  Plas- 
tic Surgery,  Rhode  Island  Hospital,  Providence,  R.I. 
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scapha  and  the  deep  cavity  anterior  to  the  anti- 
helix is  called  the  concha.  Except  for  the  tragus  and 
anterior  portion  of  the  external  auditory  meatus 
the  entire  auricle  is  believed  to  be  formed  from  the 
hyoid  arch.  During  the  third  month  of  gestation, 
the  auricle  undergoes  increasing  protusion  from  the 
side  of  the  head.  At  six  months  the  margin  of  the 
helix  has  curled,  the  body  of  the  antihelix  has 
folded,  and  the  crura  appear.  Interference  with  the 
normal  evolution  of  this  process  leads  to  prominent 
ears.  The  usual  prominent  ear  deformity  results 
from  the  failure  of  folding  of  the  antihelix,  thus 
widening  the  conchoscaphal  angle  from  a normal 
90°  angle  to  as  much  as  150  (Figs.  2,  3).  If  the 
concha  is  deeply  cupped,  a prominent  inferior  pole 
may  be  apparent,  and  the  ear  may  protrude  despite 
a normal  conchoscaphal  angle.  This  congenital  de- 
formity may  be  transmitted  through  a dominent 
gene  for  many  generations,  and  it  is  not  unusual 
to  see  the  concerned  parent  unaware  of  having  a 
similar  deformity. 

TREATMENT 

The  object  of  surgical  correction  in  protruding 
ears  is  to  reproduce  a normal  ear  as  accurately  as 
(Continued  on  next  page) 


Figure  2.  Nine  year  old  child  with  protruding  ears. 
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Figure  3.  Nine  year  old  child  with  protruding  ears. 

possible.  The  antihelical  fold  must  be  restored  with- 
out producing  a sharp  outline.  All  traces  of  pro- 
trusion of  the  upper  third  of  the  ear  must  be  cor- 
rected, although  some  protrusion  of  the  lower  por- 
tions is  acceptable.  The  post-auricular  sulcus  should 
not  be  appreciably  distorted  and  the  ear  should  not 
be  placed  too  close  to  the  head,  especially  in  boys. 
In  patients  with  a deep  concha,  selective  local  ex- 
cision of  cartilage  is  necessary.  The  operation  is 
done  either  under  general  anesthesia  or  local  anes- 
thesia depending  on  the  age  and  cooperation  of 
the  child.  The  outline  of  the  new  antihelix  is 
marked  on  the  ear,  and  one  of  many  techniques 
used  to  obtain  a fold  in  this  area. 

The  line  of  incision  is  usually  in  the  posterior 
skin  of  the  ear,  which  is  concealed  and  usually  not 
noticeable  following  the  normal  healing  process. 
The  excision  of  skin  with  subcutaneous  tissues  from 
the  posterior  surface  of  the  ear  is  conservative  and 
done  at  the  beginning  to  facilitate  exposure.  Car- 
tilage is  either  excised,  incised,  or  scored  to  permit 
folding  back  of  the  ear.  Then  hinge  sutures  are 
placed  to  hold  the  ear  in  its  new7  position  (Figs. 
4,5).  Following  careful  hemostasis  the  skin  is  reap- 
proximated, and  a carefully  placed  dressing  is  ap- 
plied. The  post  operative  morbidity  is  slight,  and 
the  patient  is  usually  allowed  to  leave  the  hospital 
after  two  to  three  days.  Dressings  are  kept  in  place 
for  a week  to  ten  days. 

In  children  who  have  undergone  this  operation 
the  psychic  trauma  appears  to  be  definitely  im- 
proved with  a noticeable  improvement  in  their  so- 
cial adjustment.  There  is  usually  a strong  motiva- 


DERMAQUIZ ANSWERS 
(See  Page  382) 

At  left,  eczematoid  psoriasiform  fissured  derma- 
titis. 

At  right,  guitar  player  calluses. 

The  story  goes  that  blood  could  not  be  obtained 
from  those  fingertips  and  that  the  patient  had  to  ex- 
plain why. 


Figure  4.  The  same  child  bilateral  otoplasty. 


Figure  5.  The  same  child  bilateral  otoplasty. 


tion  on  the  part  of  the  patient  and  the  parents  to 
acquire  correction  of  this  deformity,  and  it  is 
gratifying  to  be  able  to  make  these  corrections 
without  serious  hazard. 


225  Waterman  Street 
Providence.  R.I.  02906 
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THE  21st  YEAR  OF  THE  WOMAN’S  AUXILIARY 


Outstanding  Record  Compiled  by 
Auxiliary  Organization  As  It  Comes 
of  Age. 

Although  geographically  we  represent  the  small- 
est area,  the  Rhode  Island  Auxiliary  to  the  Ameri- 
can Medical  Association  is  proud  to  report  its  com- 
ing of  age  in  this,  our  twenty-first  year  of  active 
association  with  the  156  year  old  Rhode  Island 
State  Medical  Society.  Excellent  rapport  with  our 
medical  society,  a fine  state  board,  enthusiastic 
county  auxiliaries,  and  each  of  you,  individually, 
have  made  possible  the  fruitful  completion  of  our 
endeavors. 

"Our  Heritage,”  medical  and  social,  set  the 
theme  for  this  year’s  activities.  “ Heritage  House 
Tour”  brought  us  together  in  record  number,  mid 
Providence’s  historic  splendor,  for  our  Autumn 
meeting.  It  also  provided  the  nucleus  for  a feature 
article  in  the  January  issue  of  M.D.’s  WIFE.  We 
are  grateful  to  the  Providence  Preservation  Society, 
to  the  families  who  opened  their  homes  and,  espe- 
cially, to  Mrs.  J.  Murray  Beardsley,  for  the  gra- 
cious hospitality  which  made  this  day  so  memorable. 

“Hofbrau  Night,”  Our  Scholarship  Fund  Benefit, 
left  us  with  nearly  seventeen  hundred  dollars  profit, 
and  memories  of  an  enjoyable  evening  of  "gemut- 
lichkeit  festivities.  As  a result,  Lillian  Harris  Schol- 
arships have  been  awarded  to  two  schools  of  nursing, 
plus  a collegiate  nursing  scholarship  to  the  daugh- 
ter of  a deceased  Rhode  Island  physician.  Residual 
funds  were  donated  to  the  Benevolence  Fund  of 
the  Rhode  Island  Medical  Society. 

“Discovering  Our  Own  Rhode  Island,”  our  mid- 
winter meeting,  brought  us  the  pleasure  of  personal 
greetings  from  our  Governor,  the  Honorable  John 
H.  Chafee.  A tour  of  the  historic  Capitol  and  a 
Champagne  Tea,  served  in  the  Senate  Lounge,  com- 
pleted the  day  which  we  were  more  than  happy  to 
share  with  wives  of  resident  physicians,  the  auxil- 
ians  of  the  future. 

During  the  year,  you  were  represented  at  the 
Fall  Conference  of  our  National  Auxiliary  in  Chi- 
cago by  your  president  and  President-Elect.  Five 
Rhode  Island  members  attended  the  Eastern  Re- 
gional Workshop  in  Philadelphia.  You  are  sending 
your  President  and  two  delegates  to  the  National 
Convention  convening  June  16th  in  San  Francisco. 

President’s  report  delivered  at  the  Annual  Meeting 
of  the  Woman’s  Auxiliary  to  the  Rhode  Island  Med- 
ical Society  at  the  Rhode  Island  Country  Club,  Bar- 
rington, Rhode  Island,  on  May  7,  1968. 


The  Author: 

MRS.  THOMAS  F.  HEAD. 
of  Providence,  R.I.  President,  1967-68,  The 
Woman’s  Auxiliary  of  the  Rhode  Island  Medical 
Society. 


Committee  Chairmen  have  chalked  up  accom- 
plishments too  numerous  to  mention,  thus  contrib- 
uting to  our  medical  and  community  interests  and 
prestige.  Via  Community  Service,  our  members  have 
served  in  programs  throughout  the  state.  Our  vol- 
unteers actively  participated  in  “Diabetic  Fairs” 
in  Providence,  Newport  and  Woonsocket.  We  co- 
operated with  the  Rhode  Island  Society  for  the 
Prevention  of  Blindness  in  a symposium  that  led 
to  the  establishment  of  Glaucoma  Detection  Clinics. 
Providence  Lying  In  Hospital  solicited  aid  from 
the  Auxiliary  to  augment  its  volunteer  staff  in 
their  program  for  the  Auditory  Testing  of  New- 
borns. Your  auxiliary  was  represented  on  commit- 
tees for  “Hearts  and  Husbands  Sunday,”  as  well  as 
other  community  projects. 

Our  Legislation  Chairman  has  kept  the  member- 
ship well  informed  on  matters  of  both  state  and 
national  concern.  Health  Careers  has  supplied  in- 
formation on  medically  oriented  careers  to  teen- 
agers via  pamphlets  at  school  “Career  Days”  and 
by  placing  Horizons  Unlimited  in  libraries  through- 
out the  state.  The  Pharmaceutical  Drive  netted 
three  thousand  pounds  of  useable  medicine  that 
were  packed  and  shipped  to  a New  York  Center 
for  distribution  to  medical  missions.  Continuing 
collection  of  pharmaceuticals,  knitted  bandages, 
etc.,  to  serve  the  needs  of  these  most  worthy  groups, 
is  the  aim  of  the  Internation  Health  Chairman. 

In  the  area  of  mental  health,  our  members  serve 
in  various  capacities  on  hospital  boards  and  state 
committees,  thus  contributing  to  the  continuing 
improvement  of  mental  health  facilities  in  this 
state.  Our  mental  health  chairman  has  inaugurated 
the  collection  of  good  used  clothing  from  Auxiliary 
families  on  a state-wide  basis  for  use  at  various 
State  institutions. 

“ Happenings ” is  issued  thrice  yearly.  As  the  one 
direct  line  of  communication  with  all  members,  it 
plays  a most  important  role  in  conveying  the  cur- 
rent programs  and  needs  of  the  Auxiliary.  Member- 
ship is  on  the  increase,  and  we  feel  that,  by  having 
State  Board  Meetings  in  each  county  during  the 
past  year,  we  have  met  potential  members  and  in- 
terested them  in  our  achievements,  thus  ensuring 
more  widespread  participation  and  greater  accom- 
plishments in  the  future. 

( Concluded  on  Page  393) 
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GENERAL  MEETING  OF  THE 
RHODE  ISLAND  MEDICAL  SOCIETY 


Brians  Amended  and  ISeic  Officers 
Installed  as  Society  Conducts  157th 
Annual  Scientific  Assembly. 

A general  meeting  of  the  Rhode  Island  Medical 
Society  was  held  on  Wednesday,  May  8,  1968  dur- 
ing the  157th  annual  Scientific  Assembly  held  at 
the  Sheraton  Biltmore  hotel  in  Providence. 

The  meeting  was  called  to  order  by  the  President, 
Dr.  Stanley  D.  Davies,  at  3:15  p.m.  There  were 
no  resolutions  or  proposals  presented  from  the 
floor. 

The  Secretary  reported  that  the  House  of  Dele- 
gates had  approved  of  bylaw  amendments,  the  ma- 
jor change  being  to  provide  for  a Speaker  and  a 
Vice  Speaker  of  the  House  of  Delegates,  and  it 
recommended  the  adoption  of  the  amendments.  A 
motion  was  made,  seconded  and  voted  that  the 
bylaw  amendments  be  adopted,  as  follows: 

ARTICLE  V (OFFICERS) 

Section  1.  Officers. 

Add  as  Officers  of  the  Society:  Speaker  and  Vice 
Speaker  of  the  House  of  Delegates. 

Section  2.  Tenure  of  Officers. 

Add  after  Treasurer  the  following:  Speaker  and 
Vice  Speaker  of  the  House  of  Delegates. 

Section  6.  President. 

Delete  the  words  below  that  are  in  Italics'. 

“The  following  rights  and  duties  devolve  on  the 
President:  (1)  to  preside  at  all  general  meetings  of 
the  Society,  of  the  Council,  and  of  the  House  of 
Delegates;  (2)  to  deliver  an  address  at  the  annual 
session  at  such  time  as  may  be  arranged;  (3)  to 
act  as  the  real  head  of  the  profession  in  the  State 
and,  when  he  deems  it  advisable  or  necessary,  to 
visit  personally,  or  by  representative  of  his  own 
designation,  the  various  component  societies  and 
to  assist  the  Councillors  in  building  up  the  com- 
ponent societies  and  in  making  their  work  more 
practical  and  useful;  (4)  to  serve  as  a member  of 
the  Board  of  Trustees  of  the  Rhode  Island  Medical 
Society  Building  and  to  appoint  annually  in  Sep- 
tember a Member  of  this  Society  as  a member  of 
the  Board  of  Trustees  to  serve  for  a one  year  term 
beginning  the  following  January  1;  (5)  to  appoint 
annually  to  serve  for  a one  year  term  delegates  to 
other  medical  societies  and  an  Anniversary  Chair- 
man to  preside  at  the  next  annual  dinner;  (6)  to 
appoint  all  committees  not  otherwise  provided  for; 
and  (7)  ex  officio  to  serve  as  a member  of  all 
committees.” 


Section  11.  (new) 

Speaker  of  the  House  of  Delegates. 

The  Speaker  shall  preside  at  the  meetings  of 
the  House  of  Delegates  and  shall  perform  such  du- 
ties as  custom  and  parliamentary  usage  require. 

He  may  address  the  House  of  Delegates  at  the 
opening  of  each  meeting,  limiting  his  address  to 
matters  of  conduct  and  procedure  in  the  House. 
He  is  entitled  to  vote  when  the  vote  is  by  ballot  or 
by  roll  call.  In  all  other  cases  he  shall  have  the 
right  to  vote  only  in  case  of  a tie. 

Section  12.  (new) 

Vice  Speaker  of  the  House  of  Delegates. 

The  Vice  Speaker  of  the  House  of  Delegates  shall 
officiate  for  the  Speaker  in  the  latter’s  absence  or 
at  his  request.  In  case  of  death,  resignation  or  re- 
moval of  the  Speaker,  the  Vice  Speaker  shall  of- 
ficiate during  the  unexpired  term.  He  is  entitled  to 
vote  when  the  vote  is  by  ballot,  or  by  roll  call. 

ARTICLE  VI  (HOUSE  OF  DELEGATES) 

Section  2. 

Add  to  sub-section  marked  (2),  the  Speaker  and 
the  Vice  Speaker. 

Section  3.  Conduct  of  Business. 

Amended  to  read  as  follows: 

‘ The  House  of  Delegates  in  its  deliberations 
shall  be  presided  over  by  the  Speaker,  and  in  his 
absence,  by  the  Vice  Speaker,  and  in  his  absence 
by  the  President,  and  in  his  absence  also  by  any 
delegate  agreeable  to  it.  Tw-enty  (20)  delegates 
shall  constitute  a quorum  for  the  transaction  of 
business.  The  Secretary  shall  record  the  proceed- 
ings. 

‘‘The  House  of  Delegates  may,  by  a tw-o-thirds 
vote  of  its  own  members,  submit  any  question  be- 
fore it  to  the  membership  of  this  Society  for  a gen- 
eral referendum  by  ballot  sent  by  mail,  and  it  shall 
be  bound  by  the  result.” 

DOCTOR  McGUIRL  ELECTED  HONORAY  MEMBER 

The  Secretary  reported  that  the  Council,  in  ac- 
cordance with  the  bylaws,  submitted  for  election 
to  Honorary  Membership  in  the  Rhode  Island  Med- 
ical Society,  Dr.  Hubert  A.  McGuirl,  of  Providence, 
R.I.,  president-elect  of  the  Rhode  Island  State 
Dental  Society. 

A motion  was  made,  seconded  and  voted  that 
Doctor  McGuirl  be  elected  to  Honorary  (Member- 
ship. 
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NEW  OFFICERS  AND  STANDING  COMMITTEES 

Doctor  Stephen  J.  Hoye  reported  that  the  House 
of  Delegates,  in  meeting  on  April  24,  1968,  had 
elected  a slate  of  officers  and  standing  committees. 
(See  page  395.) 

Brief  biographical  sketches  of  the  new  officers 
are  noted  as  follows: 

NEW  PRESIDENT  IN  GENERAL  PRACTICE 

Dr.  John  J.  Cunningham,  a Pawtucket  physician 
engaged  in  the  general  practice  of  medicine,  was 
installed  today  as  the  109th  President  of  the  Rhode 
Island  Medical  Society,  the  nation's  eighth  oldest 
State  Medical  Association.  He  succeeds  Dr.  Stanley 
D.  Davies  of  West  Warwick. 

Named  as  Vice  President  was  Dr.  Peter  C.  H. 
Erinakes,  also  a general  practitioner,  of  West  War- 
wick, and  as  President-Elect  to  succeed  Doctor 
Cunningham  next  year,  Dr.  Stanley  D.  Simon,  an 
orthopedic  surgeon  of  Providence.  Dr.  John  A. 
Dillon,  Providence  internist,  was  re-elected  Treasu- 
urer,  and  Dr.  Stephen  J.  Hoye,  Pawtucket  surgeon, 
was  re-elected  Secretary. 

Doctor  Cunningham,  a 1947  graduate  of  Provi- 
dence College,  received  his  doctorate  in  medicine 
from  Tufts  University  Medical  School.  He  served 
internships  at  Pawtucket  Memorial  and  the  Rut- 
land (Mass.)  Veterans  Hospitals,  and  a residency 
in  obstetrics  and  gynecology  at  St.  Elizabeth's  Hos- 
pital in  Boston  prior  to  the  opening  of  an  office  for 
the  general  practice  of  medicine  in  Pawducket  in 
1956.  A former  President  of  the  Pawtucket  Med- 
ical Association,  Doctor  Cunningham  has  served  as 
a member  of  the  Council  of  the  State  Medical  So- 
ciety; and  he  has  been  active  in  civic  affairs  in  his 
home  city,  serving  at  one  time  as  a member  of  the 
Pawtucket  School  Committee. 

WEST  WARWICK  PHYSICIAN  VICE  PRESIDENT 

Dr.  Peter  C.  H.  Erinakes,  elected  Vice  President, 
is  a native  of  west  Warwick,  a graduate  of  the  high 
school,  and  of  Brown  University.  He  completed 
his  medical  training  for  his  doctorate  at  Hahne- 
mann Medical  College  in  Philadelphia;  and  after 
an  internship  at  Worcester  Hospital  and  a resi- 
dency at  Woonsocket  Hospital,  he  served  for  five 
years  with  the  Naval  Reserve  during  World  War  II, 
winning  five  battle  stars  and  the  Bronze  Star  in 
the  European  Theater  of  Operations.  He  has  been 
President  of  the  Kent  County  Medical  Society  and 
for  fourteen  years  has  been  one  of  that  Society’s 
delegates  to  the  House  of  Delegates  of  the  State 
Medical  Society.  Chief  of  staff  at  the  Kent  County 
Memorial  Hospital,  he  has  also  been  active  in 
community  affairs. 

DR.  S.  D.  SIMON  NAMED  PRESIDENT-ELECT 

A former  President  of  the  Providence  Medical 
Association,  and  a member  of  the  Board  of  Direc- 


tors of  Physicians  Service,  Dr.  Stanley  D.  Simon, 
named  President-Elect,  is  a native  of  Brooklyn  and 
a graduate  of  Cornell  University  and  Cornell  Med- 
ical School.  After  an  internship  at  the  Hospital  for 
Joint  Diseases  in  New  York,  he  served  four  years 
with  the  Navy  during  World  War  II  in  the  Euro- 
pean Theater.  He  then  returned  to  the  Hospital 
for  Joint  Diseases  for  a one-year  residency  prior 
to  moving  to  Providence  to  establish  his  practice 
in  orthopedic  surgery. 

In  addition  to  his  term  as  head  of  the  District 
Medical  Association,  Doctor  Simon  has  been  a 
member  of  the  State  Society's  House  of  Delegates 
for  many  years,  a member  of  the  Council  for  two 
years,  a past  president  of  the  Orthopedic  Associa- 
tion of  Rhode  Island,  a past  president  of  the  Mir- 
iam Staff  Association,  and  he  is  currently  president 
of  the  Medical  Economics  Council  of  Rhode  Island. 

SECRETARY  AND  TREASURER  RE-ELECTED 

Dr.  John  A.  Dillon,  Providence  internist,  was 
re-elected  for  his  fifth  successive  term  as  Treasu- 
rer, and  Dr.  Stephen  J.  Hoye,  chief  of  surgery  at 
Pawtucket  Memorial  Hospital,  was  re-named  Sec- 
retary for  a third  term. 

STANDING  COMMITTEE  CHAIRMEN 

Cha:rman  of  the  major  Standing  Committees  that 
are  elected  by  the  House  of  Delegates  are:  Dr. 
Robert  P.  Sarni  of  Cranston,  Committee  on  Indus- 
trial Health;  Dr.  Harold  G.  Calder  of  Providence, 
Library  Committee;  Dr.  John  Turner,  II,  of  Prov- 
idence, Committee  on  Medical  Economics;  Dr.  Ar- 
mand  D.  Versaci  of  Providence,  Committee  on  Pub- 
lic Laws;  Dr.  Robert  V.  Lewis  of  Providence,  Com- 
mittee on  Publications;  and  Dr.  A.  A.  Savastano 
of  Providence,  Committee  on  Scientific  Work  and 
Annual  Meet  ng. 


2 1ST  YEAR  OF  WOMAN’S 
AUXILIARY 

(Concluded  from  Page  391) 

Today,  we  gather  for  our  Annual  Meeting.  We 
are  most  pleased  and  gratified  to  have  with  us 
the  President  Elect  of  the  National  Auxiliary,  Mrs. 
Clifton  C.  Long,  from  the  state  of  Arkansas. 

It  has  been  an  honor  to  serve  you.  My  heartfelt 
appreciation  is  extended  to  the  Board  of  Directors 
and  the  Committee  Chairmen  for  their  cooperation. 
To  the  entire  membership  is  extended  my  sincere 
thanks. 

Service  to  the  medical  profession  is  our  privilege 
and  responsibility.  It  is  with  justifiable  pride  for 
our  Auxiliary  that  I report  the  interest  and  loyalty 
of  its  members.  Thank  you  for  the  opportunity  of 
having  served  you,  and  my  very  best  wishes  for 
the  future  of  the  Woman’s  Auxiliary  to  the  Rhode 
Island  Medical  Society. 


June,  1968 
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FUTURE  OF  PRIVATE  PRACTICE 

(Concluded  from  Page  388) 

Medical  Society  Physicians  Service  program  we 
can  develop  and  implement  a comprehensive  health 
plan  to  compete  with  any  plan,  and  it  will  be  more 
popular  because  the  patient  will  have  his  or  her 
own  choice  of  physician.  Competition  is  always 
stimulating  whether  it  is  in  industry,  business,  or 
medical  service. 

In  conclusion  I would  like  to  say  that  we  should 
not  be  too  pessimistic  about  the  future  practice  of 
medicine.  Thirty-five  years  ago  we  were  worried 
about  socialized  medicine,  and  the  late  Doctor 
Charles  Christie  used  as  the  title  of  his  presidential 
address  to  the  Kent  County  Medical  Society  - 
“What  Shall  We  Do  To  Be  Saved.”  Yet  in  these 
35  years  we  have  made  great  progress  and  the  phy- 
sician of  today  is  much  more  fortunate  than  in 
those  days  of  the  depression.  We  can  save  the  pri- 
vate practice  of  medicine  if  each  day  we  do  our 
job  so  well  that  there  will  be  no  need  for  further 


government  intervention  in  health  care  and  no  con- 
cern about  competition  from  prepaid  group  health 
plans.  Let  us  remember  that  our  service  to  human- 
ity and  the  sick  is  our  primary  concern,  and  any 
financial  gain  or  reward  is  secondary. 

I have  always  remembered  a plaque  in  the  lobby 
of  my  medical  school  which  included  a quotation 
from  Doctor  William  Osier  entitled  The  Road  To 
Success : 

‘ Throw  away  all  ambition  beyond  that  of  doing 
the  day's  work  well.  Travelers  on  the  road  to 
success  live  in  the  present,  heedless  of  taking 
thought  of  the  morrow.  Live  neither  in  the  past 
nor  in  the  future,  but  let  each  day’s  work  absorb 
your  entire  energies  and  satisfy  your  widest  am- 
bition.” 

In  closing  may  I again  express  my  sincere  thanks 
for  extending  to  me  the  privilege  and  honor  of 
serving  as  the  108th  President  of  the  Rhode  Island 
Medical  Society.  Please  support  my  successor,  Doc- 
tor John  Cunningham,  with  the  same  loyalty  you 
have  accorded  me. 


PHYSICIANS  SERVICE  ELECTS  OFFICERS 


At  the  annual  meeting  of  the  board  of  directors 
of  the  Rhode  Island  Medical  Society  Physicians 
Service,  held  on  April  29,  1968,  the  following  were 
elected  officers  and  committee  members  for  the 
current  fiscal  year: 


President  ARNOLD  PORTER.  M.D. 

Vice  President  EARL  J.  MARA,  M.D. 

Secretary  JUDGE  FLORENCE  K.  Ml  RR.^ 
Treasurer  ' GEORGE  W.  CHAPLIN 

Executive  Committee 
ARNOLD  PORTER,  M.D. 

WALDO  O.  HOEY,  M.D. 

REV.  JOSEPH  L.  LENNON,  O.P. 

GEORGE  W.  CHAPLIN 
EDMUND  T.  HACKMAN,  M.D. 

Professional  Advisory  Committee 
STANLEY  D.  SIMON,  M.D. 

EDMUND  T.  HACKMAN,  M.D. 

SEEBERT  J.  GOLDOWSKY,  M.D. 

CHELCIE  C.  BOSLAND,  Ph.D. 

JOHN  J.  HALL 

JUDGE  FLORENCE  K.  MURRAY 

* * * 

( Elected  by  R.l.  Medical  Society) 

J.  ROBERT  BOWEN,  M.D. 

WALDO  O.  HOEY,  M.D. 

EARL  J.  MARA,  M.D. 


Finance  Committee 

GEORGE  W.  CHAPLIN,  Chairman 
J.  AUSTIN  CARROLL 
STANLEY  D.  SIMON,  M.D. 

Conference  Committee 
FREDERICK  C.  ECKEL,  M.D.,  Chairman 
FREDERICK  A.  PEIRCE,  JR.,  M.D. 
ALBERT  E.  BONTE 

Nominating  Committee 

JOHN  TURNER  II,  M.D.,  Chairman 
CHARLES  Y.  McCAFFREY 
STANLEY  D.  DAVIES,  M.D. 

JOSEPH  CARUOLO,  M.D. 

PAUL  P.  JOHNSON 

Claims  Committee 
ROBERT  V.  LEWIS,  M.D. 

LEONARD  S.  STAUDINGER,  M.D. 
SEEBERT  J.  GOLDOWSKY,  M.D. 

EARL  J.  MARA,  M.D. 
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OFFICERS  AND  STANDING  COMMITTEES 
ELECTED  BY  THE  HOUSE  OF  DELEGATES 

April  24,  1968 


President  JOHN  J.  CUNNINGHAM,  M.D. 
Vice  President  PETER  C.  H.  ERINAKES,  M.D. 
President-Elect  STANLEY  D.  SIMON,  M.D. 
Secretary  STEPHEN  J.  HOVE,  M.D. 

Treasurer  JOHN  A.  DILLON,  M.D. 

Standing  Committees 

(President  and  Secretary  also  members,  ex-officio) 


Industrial  Health 

ROBERT  P.  SARNI,  M.D.,  Chairman 
RICHARD  G.  BERTINI,  M.D.  (Pawtucket) 
GEORGE  F.  CONDE,  M.D. 

JAMES  P.  DEERY,  M.D. 

THOMAS  J.  DOLAN,  M.D. 

PHILIP  J.  LAPPIN,  M.D.  (Pawtucket) 

H.  RAYMOND  McKENDALL,  M.D. 

FRANCIS  L.  McNELIS,  M.D. 

JOHN  E.  MURPHY,  M.D.  (Kent) 

Library 

HAROLD  G.  CALDER,  M.D.,  Chairman 
ROGER  J.  FONTAINE,  M.D.  (Woonsocket) 
MARSHALL  N.  FULTON,  M.D. 

KIERAN  W.  HENNESSEY,  M.D.  (Pawtucket) 
SZE  KIM  KAAN,  M.D.  (Kent) 

JAY  M.  ORSON,  M.D. 

FRANCESCO  RONCHESE,  M.D. 

CLARENCE  H.  SODERBERG,  TR.,  M.D. 
MARSHALL  A.  TAYLOR,  M.D. 

Medical  Economics 
JOHN  TURNER  II,  M.D.,  Chairman 
WILFRED  I.  CARNEY,  M.D. 

PETER  ERINAKES,  M.D.  (Kent) 

PAUL  J.  M.  HEALEY,  M.D.  (Pawtucket) 
KENNETH  LIFFMANN,  M.D. 

LOUIS  A.  MORRONE,  M.D.  (Washington) 
GUSTAVO  A.  MOTTA,  M.D. 

STANLEY  D.  SIMON,  M.D. 

BANICE  M.  WEBBER,  M.D. 


Public  Laws 

ARMANI)  D.  VERSACI,  M.D.,  Chairman 
F.  BRUNO  AGNELLI,  M.D.  (Washington) 
CARL  F.  DeLUCA,  M.D. 

EDWARD  J.  GAUTHIER,  M.D. 

THOMAS  F.  HEAD,  M.D. 

WILLIAM  J.  MacDONALD,  M.D. 

william  h.  McDermott,  m.d. 

(Washington) 

WILLIAM  A.  REID,  M.D. 

LEONARD  S.  STAUDINGER,  M.D. 

( Woonsocket) 

Publications 

ROBERT  V.  LEWIS,  M.D.,  Chairman 
ALEX  M.  BURGESS,  M.D. 

BERTRAM  H.  BUXTON,  TR.,  M.D. 

JOHN  A.  DILLON,  M.D. 

HERBERT  FANGER,  M.D. 

JOHN  F.  W.  GILMAN,  M.D. 

SEEBERT  J.  GOLDOWSKY,  M.D. 

PETER  L.  MATHIEU,  JR.,  M.D. 

ALTON  M.  PAULL,  M.D.  (Pawtucket) 

GUY  SETTIPANE,  M.D. 

Public  Policy  and  Relations 
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PRESIDENT’S  MESSAGE 


Succeeding  Dr.  Stanley  D.  Davies,  and  the  long 
line  of  distinguished  Presidents  of  the  Rhode  Island 
Medical  Society,  is  a great  honor.  I am  most  grate- 
ful, and  only  hope  that  in  some  measure  I can  be 
helpful  to  the  Society. 

This  year,  as  always,  there  are  many  problems 
before  the  Rhode  Island  Medical  Society.  Antici- 
pating that  progress  will  be  made  in  many  direc- 
tions, I would  like  to  point  to  some  areas  that  I 
believe  should  draw  our  special  attention. 

Many  diverse  groups,  representing  various  sec- 
tors of  our  country  and  community,  are  research- 
ing and  analyzing  the  delivery  of  medical  care.  All 
are  offering  opinions  to  help  correct  the  uneven 
distribution  of  medical  services. 

Government  agencies,  such  as  those  connected 
with  the  Office  of  Economic  Opportunity,  Heart, 
Cancer  and  Stroke  Regional  Planning,  as  well  as 
the  Title  18  Medicare,  and  Title  19  Welfare  Agen- 
cies, have  made  suggestions  that  could  alter  med- 
ical practice.  Labor  unions  are  asserting  that  they 
have  the  answer  to  the  question.  Still  others  sug- 
gest that  for  better  organization  of  medical  talent, 
specialty  or  diversified  groups  be  formed.  Hospital 
administrators  are  proposing  hospital  controlled 
groups  to  reduce  the  problem. 

The  number  of  suggestions  indicates  the  elusive- 
ness of  the  solution.  Since  any  change  will  directly 
affect  each  of  us,  and  in  all  likelihood  permanently, 
the  Society  must  increase  its  study  of  this  chal- 
lenge. 

A second  bothersome  area  could  be  improved. 
It  is  the  relationship  of  the  doctor  and  the  welfare 
agencies.  It  disturbs  me  greatly  to  hear  of  a doctor 


who  will  not  accept  welfare  patients.  This  action 
throws  an  unnecessary  burden  on  the  physician  who 
will  accept  these  patients,  but  who  is  already  over- 
worked. 

There  is  no  lack  of  interest  on  the  part  of  any 
doctor  in  the  ills  of  the  welfare  recipient  or  any 
other  patient,  but  the  staggering  load  of  report 
forms  to  complete  dulls  the  interest  of  many  of 
us.  I am  convinced  that  one  solution  to  this  rests 
with  reducing  the  quagmire  of  secretarial  and 
bookkeeping  work  associated  with  the  handling  of 
these  patients.  Negotiations  in  this  field  must  be 
stepped  up. 

Another  problem  that  needs  more  of  our  atten- 
tion is  that  of  cigarettes  and  smoking.  Great  ef- 
forts, with  gratifying  results,  were  made  against 
measles  and  polio.  Now,  as  our  own  medical  Journal 
so  well  suggested,  organized  Medicine  should  lead 
the  way  in  pointing  out  the  hazards  of  smoking. 

Progress  in  these  areas  demands  effort  and  ima- 
ginative ideas.  In  our  Society  there  is  no  shortage 
of  talent,  but  all  too  often  it  does  not  come  forward 
to  be  utilized.  The  name  of  the  game  now  becomes 
“participation.”  Fresh  new  approaches  are  needed 
for  our  many  problems.  A greater  effort  will  be 
made  to  have  more  participation  and  discussion 
at  the  district  society  meetings.  The  Rhode  Island 
Medical  Society  should  vibrate  with  intense  dis- 
cussion and  new  concepts. 

So  . . . stop  damning  the  welfare  forms,  put  out 
that  cigarette,  and  call  the  medical  society  for  a 
committee  assignment. 

John  J.  Cunningham,  m.d. 

President 
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BLUE  SHIELD  PLANS  FOR  THE  FUTURE* 


Report  of  the  Special  Study  and 
Planning  Committee  of  the  Nation- 
al Association  of  Blue  Shield  Plans. 


Because  of  the  need  to  provide  uniform 
coverage  on  national  contracts,  meeting  the 
demands  for  more  comprehensive  cover- 
age, and  controlling  costs,  the  National 
Association  of  Blue  Shield  Plans  activated  a 
special  committee  to  study  these  problems. 
The  report  published  here  was  adopted  at 
the  annual  business  meeting  held  in  San 
Francisco  in  April,  and  the  conclusions,  in 
our  opinion,  should  be  of  interest  to  all 
physicions. 

. . . The  Editor 


PREAMBLE 

In  accordance  with  the  1966  directive  of  the 
Board  of  Directors  of  the  National  Association  of 
Blue  Shield  Plans  — that  a Special  Study  and 
Planning  Committee  be  formed  to  assess  the  im- 
pact of  changing  conditions  in  the  area  of  prepay- 
ment for  medical  care  charges  — this  committee 
has  conducted  extensive  deliberations  during  the 
past  year  and  has  made  an  effort  to  assess  the  im- 
pact on  the  prepayment  movement  of  develop- 
ments such  as:  the  Prevailing  Fees  Program,  the 
increased  role  of  government  in  financing  health 
services,  and  other  equally  pertinent  developments 
in  socio-economic  areas  of  concern  to  the  National 
Association. 

Though  of  desirably  varied  background,  the  com- 
mittee has  attained  a most  gratifying  degree  of 
consensus.  We  know  that  Blue  Shield  must  have  a 
consistent  sense  of  identity  and  that  the  practical 
need  for  operational  uniformity  becomes  greater 
day  by  day.  In  five  days  of  intensive  concentration 
on  the  major  problems  facing  Blue  Shield,  the  com- 
mittee reinforced  its  earlier  conviction  that  there 
is  great  urgency  for  accelerating  our  efforts  to  meet 
changing  conditions  and  that  certain  dramatic  steps 
can  and  must  be  taken  in  the  immediate  future. 

Top  priority  should  be  given  to  making  available 
Blue  Shield  programs  that  effectively  guarantee  to 
pay  an  increasingly  greater  share  of  the  medical 
bill.  In  addition,  the  committee  expressed  the  be- 
lief that  there  is  a need  for  Blue  Shield  Plans  to  be 
committed  to  the  problem  of  providing  effective 

Report  adopted  at  the  1968  Annual  Business  Meet- 
ing of  the  National  Association  of  Blue  Shield  Plans, 
held  in  San  Francisco,  Calif.,  April  6-8,  1968. 


Plan  performance  so  that  the  Plans  may  meet  the 
expressed  needs  of  the  purveyors  of  care  and  the 
purchasers  of  prepayment  coverage  of  medical  care. 

AREAS  OF  CONCERN 

The  committee  is  seriously  concerned  about  the 
lack  of  real  effort  on  the  part  of  many  Plans  to 
develop  new  programs  which  can  effectively  meet 
growing  demands  from  the  purchasers  of  health 
care  coverage  for  broader  benefit  patterns.  If  we 
are  to  continue  serving  major  companies  in  indus- 
tries such  as:  motors,  steel,  aircraft,  and  even  the 
federal  employees,  each  Plan  must  accept  the  re- 
sponsibility of  cooperating  with  other  Plans  in  de- 
veloping benefit  programs  which  can  provide  as- 
surances that  a company's  employees  will  receive 
equitable  benefits  regardless  of  where  they  reside. 
Increasing  the  central  responsibility  and  authority 
of  XABSP  is  an  obvious  need  in  dealing  with  this 
massive  and  complex  problem. 

For  some  time  now,  the  committee  has  felt  there 
is  a need  for  amending  certain  portions  of  the  Mem- 
bership Standards  of  the  National  Association  of 
Blue  Shield  Plans. 

Membership  standards  of  the  National  Associa- 
tion have  in  the  past  all  too  frequently  been  geared 
to  the  lowest  common  denominator  of  Plan  Per- 
formance. This  has  been  the  practice  in  an  effort 
to  keep  as  many  Blue  Shield  Plans  as  possible 
within  the  membership  of  the  National  Association 
community. 

Competitive  conditions,  in  the  opinion  of  the 
committee,  are  forcing  Plans  to  take  a closer  look 
at  the  role  of  the  National  Association,  and  stream- 
line the  membership  standards  in  order  to  achieve 
greater  national  uniformity  and  provide  the  Plans 
with  a greater  competitive  advantage. 

We  believe  that  every  Blue  Shield  Plan  should 
have  available  in  its  benefit  portfolio  a ' 'paid-in- 
full'’  program  based  upon  the  usual  charges  of  par- 
ticipating physicians  which  take  into  consideration 
the  customary  patterns  of  charges  in  the  com- 
munity: which  can  be  measured  statistically  and 
professionally  supported.  Such  a ‘ paid-in-full"  pro- 
gram should  be  realistically  developed  in  terms  of 
the  demands  of  legislated  and  negotiated  National 
Accounts,  and  so  devised  that  the  advantages  of 
this  program  would  outweigh  any  disadvantages. 
The  development  of  this  program  should  be  ac- 
complished in  such  a manner  that  there  will  be 
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Let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


True  Drug  Failure.. 


How  often  does  it  occui 


Cure  rates  in  10,700  patients 

treated  for  trichomoniasis  with  Flagyl  and  reported  in 
60  papers  published  in  the  United  States. 


Indications:  Flagyl  is  indicated  only  in  the  treat- 
ment of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution:  Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially 
if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 


include  nausea,  metallic  taste  and  furry  tongr 
Gastrointestinal  disturbances,  flushing  and  hea 
ache  sometimes  occur,  especially  with  concoi 
itant  ingestion  of  alcohol.  The  taste  of  alcoho 
beverages  may  be  altered.  Other  effects,  all  i 
ported  in  an  incidence  of  less  than  1 per  cent,  a t 
diarrhea,  dizziness,  vaginal  dryness  and  burnin 
dry  mouth,  rash,  urticaria,  gastritis,  drowsine: 
insomnia,  pruritus,  sore  tongue,  darkened  urim 
anorexia,  vomiting,  epigastric  distress,  dysuri 
depression,  vertigo,  incoordination,  ataxia,  a 


a th  Flagyl? 

brand  of 

metronidazole 


ffinical  practice  an  occasional  uncooperative  or  drug-sensitive  patient 
pouse  makes  100  per  cent  cure  of  trichomonal  vaginitis  in  large  series 
)atients  difficult. 

Further  a very  few  patients  who  apparently  absorb  Flagyl  poorly 
l a few  rare  instances  of  trichomonads  resistant  to  Flagyl  have  been 
orted.  Nevertheless,  approximately  half  the  United  States  investiga- 
> report  a final  cure  rate  of  100  per  cent  with  Flagyl. 

Sixty  papers1  published  on  the  use  of  Flagyl  in  trichomoniasis  in  the 
ited  States  and  comprising  a total  of  10,700  patients  have  been  evalu- 
1 In  thirty  of  the  papers  it  was  declared  that  all  patients  adequately 
owed  and  treated  were  free  of  trichomonal  infection. 

Analysis  of  all  of  these  papers  shows  that  the  incidence  of  cures  for 
initial  course  of  therapy  ranged  from  76.6  per  cent  to  100  per  cent, 
i cure  rates  after  retreatment  of  female  patients  and  treatment  of  their 
bands  when  indicated  ranged  from  84.7  to  100  per  cent.  The  average 
tl  cure  rate  reported  in  all  investigations  was  97.1  per  cent. 


ninal  cramping,  constipation,  stomatitis, 
ibness  or  paresthesia  of  an  extremity,  joint 
is,  confusion,  irritability,  weakness,  cystitis, 
uc  pressure,  dyspareunia,  fever,  polyuria,  in- 
tinence,  decreased  libido,  nasal  congestion, 
otitis  and  pyuria.  Elimination  of  trichomonads 
p aggravate  candidiasis. 

>age  and  Administration:  In  women:  one 
-mg.  oral  tablet  three  times  daily  for  ten  days, 
aginal  insert  of  500  mg.  is  available  for  local 
apy  when  desired.  When  used,  one  vaginal 
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insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral  tab- 
lets should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

1.  Complete  list  of  references  on  request. 


Research  in  the  Service  of  Medicine 


, 


? 


Will  it  help  “my 
gassy  stomach?” 


“Will  this  one 
taste  O.K.?” 


a puzzle 
of  antacid 
complaints 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 
distress 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 
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There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


True  Drug  Failure..! 

How  often  does  it  occui 


Cure  rates  in  10,700  patients 

treated  for  trichomoniasis  with  Flagyl  and  reported 
60  papers  published  in  the  United  States. 


76.6%  to  100% 


in 


Range  of  Initial  Cures 

after  one  course  of  treatment 
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84.7%  to  100% 


Range  of  Final  Cures 

after  retreatment  of  refractory  conditions  in  women  and 
treatment  of  their  husbands  when  indicated 


Final  Cure  Rate 

Average  of  final  cure  rates  reported  in  60  studies 
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Indications:  Flagyl  is  indicated  only  in  the  treat- 
ment of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution:  Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially 
if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 


include  nausea,  metallic  taste  and  furry  tongi  nin; 
Gastrointestinal  disturbances,  flushing  and  hear® 
ache  sometimes  occur,  especially  with  concoi  is 
itant  ingestion  of  alcohol.  The  taste  of  alcoho  ic] 
beverages  may  be  altered.  Other  effects,  all  r loe 
ported  in  an  incidence  of  less  than  1 per  cent,  a;  ;titi 
diarrhea,  dizziness,  vaginal  dryness  and  burnin 
dry  mouth,  rash,  urticaria,  gastritis,  drowsines  uj( 
insomnia,  pruritus,  sore  tongue,  darkened  urir  4n[ 
anorexia,  vomiting,  epigastric  distress,  dysuri  m 
depression,  vertigo,  incoordination,  ataxia,  a 
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ffinical  practice  an  occasional  uncooperative  or  drug-sensitive  patient 
ipouse  makes  100  per  cent  cure  of  trichomonal  vaginitis  in  large  series 
>atients  difficult. 

Further  a very  few  patients  who  apparently  absorb  Flagyl  poorly 
1 a few  rare  instances  of  trichomonads  resistant  to  Flagyl  have  been 
orted.  Nevertheless,  approximately  half  the  United  States  investiga- 
> report  a final  cure  rate  of  100  per  cent  with  Flagyl. 

Sixty  papers1  published  on  the  use  of  Flag}'!  in  trichomoniasis  in  the 
ited  States  and  comprising  a total  of  10,700  patients  have  been  evalu- 
1 In  thirty  of  the  papers  it  was  declared  that  all  patients  adequately 
owed  and  treated  were  free  of  trichomonal  infection. 

Analysis  of  all  of  these  papers  shows  that  the  incidence  of  cures  for 
initial  course  of  therapy  ranged  from  76.6  per  cent  to  100  per  cent, 
j cure  rates  after  retreatment  of  female  patients  and  treatment  of  their 
bands  when  indicated  ranged  from  84.7  to  100  per  cent.  The  average 
il  cure  rate  reported  in  all  investigations  was  97. 1 per  cent. 


ninal  cramping,  constipation,  stomatitis, 
nbness  or  paresthesia  of  an  extremity,  joint 
tis,  confusion,  irritability,  weakness,  cystitis, 
/ic  pressure,  dyspareunia,  fever,  polyuria,  in- 
tinence,  decreased  libido,  nasal  congestion, 
ctitis  and  pyuria.  Elimination  of  trichomonads 
f aggravate  candidiasis. 

! lage  and  Administration:  In  women:  one 
i'-mg.  oral  tablet  three  times  daily  for  ten  days, 
aginal  insert  of  500  mg.  is  available  for  local 
apy  when  desired.  When  used,  one  vaginal 
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insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral  tab- 
lets should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

1 . Complete  list  of  references  on  request. 

Research  in  the  Service  of  Medicine 


“Will  it  stop  the  pain?” 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 
distress 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


administrative  flexibility,  both  locally  and  nation- 
ally, to  permit  this  program  to  be  realistic  and  cap- 
able of  providing  predictability  of  costs  for  rating 
purposes. 

The  committee  recommends  that  each  Paid-in- 
Full  Program  should  include  certain  elements  of 
control  ranging  from  ‘‘essential’’  elements  to  “de- 
sirable”  elements. 

Essential  elements  for  an  effective  Paid-in-Full 
Program  include: 

1.  Agreements  with  physicians. 

2.  Development  of  individual  physician  profiles. 

3.  Professional  review  mechanisms. 

4.  Utilization  review  programs. 

5.  No  advantage  for  nonparticipating  physicians; 
with  direct  payment  to  subscribers  for  services 
provided  by  nonparticipating  physicians. 

Desirable  elements  (not  necessarily  all  inclusive) 
include: 

1.  Opportunities  for  changing  individual  physi- 
cian fees  for  specified  procedures  at  stated  time 
periods  only. 

2.  Plan  revisions  leading  toward  changes  in  the 
“top  of  the  range”  for  specified  procedures  at 
stated  occasions,  i.e.,  annually,  twice  yearljq 
or  at  other  agreed  upon  time  periods. 

3.  Publication  of  fee  ranges  restricted  so  that 
pertinent  data  does  not  become  of  general 
knowledge. 

4.  Lay  involvement  in  review  of  the  program, 
with  a broad-based  review  of  customary  (com- 
munity area)  charge  patterns. 

5.  Fee  data  determined  in  accordance  with  actual 
charges  of  individual  physicians.  Uniform  fees 
established  by  agreement  among  a segment  of 
the  physician  population  should  be  disallowed 
unless  evidence  is  provided  to  indicate  that 
these  charges  do  not  contribute  to  the  escala- 
tion of  medical  care  costs. 

6.  Adequate  statistics  developed  on  a Plan-by- 
Plan  basis. 

7.  Confidentiality  of  data. 

8.  Standardized  procedure  reporting. 

9.  Procedures  designed  to  oppose  “outside  agree- 
ments” between  a physician  and  a patient  for 
supplementary  payments. 

As  an  outgrowth  of  a survey  conducted  by  the 
NABSP  staff,  the  committee  became  acquainted 
with  certain  key  characteristics  of  usual  and  cus- 
tomarily, paid-in-full  and  prevailing  fee  type  pro- 
grams. Fifty-three  (53)  Blue  Shield  Plans  re- 
sponded to  the  survey  and  wide  variations  were 
found  to  occur.  The  committee  stated  two  years 
ago,  and  the  Annual  Conference  of  Plans  at  that 
time  concurred  in  the  statement  that:  "Blue  Shield 
must  not  only  continue  to  serve  a myriad  of  local 
purchasing  units,  but  it  must  be  able  to  meet  the 


requirements  of  large  national  buyers.  The  pre- 
dominant voices  in  both  management  and  labor  are 
asking  for  uniform  nationwide  patterns  of  benefits 
and  uniform  predictability  of  coverage  through 
service  benefits.” 

During  the  past  two  years,  there  has  been  a loss 
of  membership  of  key  National  Accounts  by  some 
Blue  Shield  Plans.  In  addition,  other  Blue  Shield 
Plans  find  themselves  in  greater  jeopardy  of  losing 
national  account  membership  because  of  the  failure 
of  a few  Plans  to  perform  in  an  acceptable  manner. 

Recommendation  No.  1 

With  the  foregoing  considerations  in  mind,  the 
committee  recommends  for  adoption  by  the  Con- 
ference the  following  addition  to  membership  stan- 
dards: 

Resolved,  That  Section  6 of  Membership  Stan- 
dards be  amended  by  adding  thereto  the  follow- 
ing paragraph: 

Each  active  member  Plan  shall  make  available 
a paid-in-full  program,  based  upon  the  usual 
charges  of  participating  physicians  and  which 
takes  into  consideration  the  patterns  of  charges 
for  similar  services  provided  under  comparable 
circumstances  in  the  same  geographic  area.  Such 
programs  shall  show  evidence  of  professional  sup- 
port through  agreements  with  a majority  of  phy- 
sicians in  active  practice  in  the  area;  shall  con- 
tain provision  for  professional  review;  shall  con- 
tain provision  for  the  development  of  individual 
charge  profiles  including  provision  for  periodic 
adjustment;  and  shall  meet  such  other  require- 
ments as  may  be  established  by  the  Board  of 
Directors. 

Recommendation  No.  2 

Recognizing  that  Plans  need  time  to  consider 
such  an  important  revision,  the  committee  urges 
that  a Special  Conference  of  Plans  be  convened 
for  this  purpose  in  conjunction  with  Blue  Shield’s 
Program  Conference  scheduled  for  October,  1968, 
in  order  to  act  on  the  foregoing  Recommendation 
No.  1. 

Recommendation  No.  3 

The  committee  also  recommends  that  the  Con- 
ference of  Plans  direct  the  Board  of  Directors  of 
the  National  Association  to  act  and  act  swiftly 
when  key  issues  arise  and  are  facing  Plans,  par- 
ticularly in  critical  National  Account  areas  where 
a few  Plans  are  placing  in  jeopardy  the  delivery  of 
national  account  programs. 

In  this  regard,  the  committee  expresses  the  be- 
lief that  prompt,  efficient,  and  satisfactory  delivery 
of  agreed  upon  benefits  is  a prerequisite  if  the 
Plans  are  to  continue  to  penetrate  the  competitive 
market  for  prepaid  health  services. 

(Continued  on  next  page) 
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OTHER  MATTERS  DISCUSSED  BY  THE  COMMITTEE 

Other  matters  which  received  the  attention  of 
the  committee  during  the  past  year  included: 

a.  Relationships  with  other  organizations 

b.  Product  planning 

c.  Government  planning  efforts 

d.  Trends  in  medical  care  costs 

With  respect  to  the  relationships  with  other  or- 
ganizations, the  committee  is  pleased  to  note  that 
a joint  XABSP-AMA  committee  has  been  formed 
to  provide  increased  liaison  and  understanding  be- 
tween Blue  Shield  and  the  medical  profession  at 
the  local  and  national  levels.  The  committee  also 
took  note  of  the  fact  that  there  is  no  clear  cut  defi- 
nition of  the  specific  areas  of  responsibility  for 
health  care  coverage  by  either  Blue  Cross  or  Blue 
Shield  and  has  noted  a trend  towards  inadequate 
liaison  between  Blue  Cross  and  Blue  Shield.  The 
committee  hopes  that  BCA  and  XABSP  can  im- 
prove and  strengthen  the  liaison  between  the  two 
associations  in  this  important  matter. 

In  regard  to  Product  Planning,  it  is  the  com- 
mittee's belief  that  there  is  an  urgent  need  to  plan 
for  the  development  of  comprehensive  medical  care 
coverage  programs,  with  special  reference  to  out- 
of-hospital  medical  care  and  other  alternatives  to 
inhospital  care.  Also,  we  believe  that  benefit  pat- 
terns need  to  be  developed  on  a nationally  coordi- 
nated basis  for  special  non-employed  groups,  i.e., 
student  coverage,  interim  coverage  for  recently  dis- 
charged military  personnel,  interim  coverage  for 
foreigners  while  sojourning  in  the  L nited  States 
and  for  other  somewhat  similar  groups  of  persons. 

FEDERAL  LEGISLATIVE  HEALTH  CARE  PROGRAMS 

The  committee  calls  to  the  attention  of  the  Con- 
ference Public  Law  89-749  — the  Comprehensive 
Health  Planning  Act  — and  Public  Law  89-239  — 
The  Regional  Medical  Programs  Act  pertaining  to 
education,  research,  training,  and  demonstrations 
in  the  fields  of  heart  disease,  cancer,  stroke  and 
related  diseases. 

Both  of  these  Acts,  passed  by  the  89th  Congress, 
are  having  a great  impact  upon  the  financing  and 
delivery  of  health  care  services  within  the  various 
states. 

Recommendation  No.  4 

The  committee  urges  each  Plan  to  acquaint  it- 
self with  the  provisions  of  these  Acts  and  recom- 
mends that  the  X'ational  Association  develop  pro- 
grams for  coordination  and  communication  among 
the  Plans  with  respect  to  these  two  pieces  of  legis- 
lation — P.L.  89-749  and  89-239. 

GROUP  PRACTICE  ARRANGEMENTS 

A considerable  amount  of  time  was  devoted  by 
the  committee  to  the  publicity  and  activity  center- 


ing around  efforts  to  promote  group  practice  ar- 
rangements. The  committee  asked  the  XABSP  staff 
to  poll  the  Plans  in  an  effort  to  seek  information 
on  this  subject  and  discovered  that  it  is  a routine 
practice  on  the  part  of  all  Blue  Shield  Plans  to 
provide  benefits  for  the  various  types  of  group  ar- 
rangements operating  on  a fee-for-service  basis. 
Some  Plans  reported  they  had  made  special  arrange- 
ments with  groups  of  physicians  which  provide 
medical  care  on  a salaried  agreement  rather  than 
on  a fee-for-service  basis.  It  is  worthy  of  note  that 
several  of  the  Plans  reported  that  employees  in  a 
number  of  groups  are  permitted  to  exercise  an  op- 
tion of  enrolling  in  a prepaid  group  practice  pro- 
gram, if  the  employees  so  desire. 

At  the  present  time,  the  committee  sees  no  need 
for  the  Xational  Association  to  adopt  new  policies 
with  respect  to  group  practice  arrangements.  How- 
ever, we  do  support  special  studies  on  this  general 
subject  of  financing  group  practice  arrangements. 

RISING  HEALTH  CARE  COSTS 

The  committee  is  cognizant  of  the  increasing  con- 
cern of  the  public,  of  business  leaders  and  govern- 
ment leaders,  toward  the  rising  costs  of  health  care. 
We  believe  that  Blue  Shield  has  a responsibility 
to  become  knowledgeable  about  such  cost  trends 
and  about  the  factors  contributing  to  these  in- 
creases, and  urges  that  special  studies  be  under- 
taken by  the  Plans  on  a coordinated  basis  through 
the  Xational  Association. 

Recommendation  No.  5 

The  committee  recomends  that  the  Xational  As- 
sociation conduct  special  studies  in  the  area  of 
medical  care  costs  with  a special  effort  made  to 
identify  factors  related  to  cost  trends  and  rising 
health  care  costs. 

Lastly,  the  committee  washes  to  reiterate  its  con- 
viction that  there  is  a great  urgency  for  the  Xa- 
tional Association  and  the  respective  Plans  to  re- 
main as  leaders  in  the  field  of  prepayment  for  med- 
ical care.  This  can  be  achieved  in  part  by  offering 
Paid-in-Full  Programs,  comprehensive  medical 
care  coverage  programs,  and  benefit  programs  for 
special  non-employed  groups.  With  reference  to 
federal  health  care  programs,  efforts  should  be 
made  to  keep  abreast  of  federal  legislation  in  this 
area,  particularly  the  Comprehensive  Health  Plan- 
ning Act  and  the  Regional  Medical  Programs  Act. 

Donald  H.  Stubbs,  m.d., 
Chairman 

George  Dunlop,  m.d. 

John  C.  McCabe 

J.  Ed  McConnell 

Leonard  J.  Raider,  m.d. 

Leo  P.  A.  Sweeney,  m.d. 

Richard  S.  Wilbur,  m.d. 
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At  its  December  14,  1967  meeting  the 
Rhode  Island  Board  of  Education  signaled 
its  interest  in  the  development  of  more  ef- 
fective health  education  programs  in  Rhode 
Island  schools  by  adopting  the  enclosed 
postion  paper.  Though  not  a mandate  the 
position  paper  does  provide  a reasoned 
approach  toward  implementing  already 
existing  laws  relating  to  school  health  edu- 
cation here  in  our  state. 

I have  sent  a copy  to  you  to  acquaint 
you  with  board  and  departmental  policy 
in  this  important  area  and  to  publicly  ex- 
press our  commitment  to  improve  the  life 
end  health  of  today's  children  and  tomor- 
row's citizens. 

William  P.  Robinson,  Jr. 

Rhode  Island  Commissioner  of  Education 


A Position  Paper 

Health  has  been  described  in  comprehensive 
terms  as:  “a  state  of  complete  physical,  mental 
and  social  well-being,  and  not  merely  the  absence 
of  disease  or  infirmity.”1 

As  early  as  1842,  Horace  Mann  underscored 
health  as  an  educational  objective.2  More  recently, 
it  can  be  documented  that,  when  any  major  group 
of  professional  educators  has  set  for  itself  the  task 
of  enumerating  the  American  objectives  of  educa- 
tion, almost  invariably  included  on  such  a list  has 
been  the  subject  of  health.3 

However,  recent  research  would  indicate  that  our 
schools  have  not  progressed  far  toward  successfully 
achieving  this  end.  Health  and  safety  misconcep- 
tions among  our  school  children  are  alarming.4  5 
Health  defects  among  youngsters  are  numerous  and 
varied.6  A reprint  of  a study  of  Selective  Service 
registrants  originally  published  in  1964  shows  that 
11.3%  of  those  involved  in  the  review  were  dis- 
qualified for  medical  reasons  only.7  At  present, 
many  communities  across  the  land  share  a growing 
concern  for  the  increase  in  pregnancies  among  their 
junior-high  and  high-school  girls.8  And,  among 
those  who  have  already  left  their  school  years  be- 
hind them,  too  many  too  soon  die  or  are  disabled 
by  diseases  which  are  preventable.  The  conclusion 
is  clear:  “In  a majority  of  our  public  schools  today, 
health  instruction  is  virtually  non-existent  or  totally 
inadequate  to  serve  the  compelling  needs  of  a rapid- 
ly expanding,  increasingly  complex  society.”9 

If,  therefore,  life  expectancy  is  to  be  lengthened, 
if  those  diseases  which  are  preventable  are  to  be 


prevented  and  those  arrested  which  can  be  arrested, 
then  our  citizens  must  — from  their  earliest  days 
— be  conditioned  to  these  possibilities.  Anti-smok- 
ing campaigns  make  little  impact  upon  the  teen- 
ager or  adult  who  already  smokes.  The  threat  of 
invasive  or  corrosive  chronic  diseases  does  not  im- 
pel persons  to  their  physicians  for  annual  physical 
examinations.  As  often  as  the  warnings  come  of 
the  effects  of  drinking,  driving  and  excessive  speed, 
these  threats  do  not  deter  a breakneck  increase  in 
death  and  injury  from  automobile  accidents. 

Interesting,  timely  and  viable  school  health  in- 
structional programs  will  not  completely  alter  these 
human  conditions,  but  eventually  they  would  allow 
our  population  a more  knowledgeable  choice  be- 
tween illness  and  wellness  — a choice  which  is  their 
right,  a choice  which  would  make  serious  inroads 
upon  present-day  and  future  health  problems. 

Therefore,  we  affirm  our  position  that: 

1.  Health  instruction  is  a curricular  essential 
at  all  levels  of  education  but  particularly  at 
the  elementary  and  secondary  grades. 

2.  Health  instruction  is  but  one  of  three  facets 
of  a comprehensive  school  health  program, 
the  other  phases  being  comprised  of  a 
healthy  school  environment  and  an  adequate 
array  of  school  health  services. 

3.  Health  instruction,  to  be  optimally  effective, 
must  function  in  a planned  kindergarten- 
thru  grade  twelve  continuum,  with  proper  at- 
tention given  to  sequence  and  scope  of  con- 
tent. Uncoordinated,  special  interest  health 
instructional  efforts,  exemplified  by  over- 
emphasis on  particular  disease  entities  or 
family  or  community  health  problems, 
should  be  avoided. 

4.  Health  instruction  is  most  effectual  when 
treated  as  a separate  subject  within  the 
elementary  and  secondary  grades.  However, 
in  addition,  it  may  be  combined  with  other 
subject  areas  such  as  social  studies,  science 
or  physical  education. 

5.  At  the  elementary  level,  health  instruction 
is  best  given  by  the  child’s  classroom  teach- 
er. The  elementary  classroom  teacher  should 
be  as  well  prepared  to  teach  in  the  health 
instructional  area  as  he  should  be  to  teach 
in  any  other  major  subject  area. 

6.  At  the  secondary  level,  health  instruction  is 
best  inculcated  by  a teacher  who  has  re- 
ceived special  training  in  school  health  ed- 
ucation. 

(Continued  on  next  page) 
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After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 


warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


7.  Sufficient  time  should  be  devoted  to  health 
instruction  at  the  elementary  and  secondary 
levels  of  education  to  allow  each  pupil  to 
achieve  now  and  in  the  future,  and  to  the 
degree  possible,  ‘‘complete  physical,  mental 
and  social  well-being.” 

8.  Sufficient  in-service  health  educational 
courses  should  be  provided  at  the  local  level 
to  allow  presently  employed  classroom  teach- 
ers — especially  those  at  the  elementary 
level  — to  confidently  handle  the  subject 
matter  in  the  classroom  situation.  Such  cur- 
ricula should  include  content  areas  and  not 
be  limited  merely  to  instruction  in  methods 
and  materials. 

9.  Health  instructional  materials  at  all  grade 
levels  should  be  supplied  in  quantities  which 
will  meet  the  needs  of  pupils  and  their 
teachers;  these  materials  should  be  interest- 
ing and  timely,  and  scientifically  accurate. 
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ONE  SENTENCE  ESSAY 

It  isn't  how  you  play  the  gome;  it’s  whether  you 
win  or  lose. 

. . . Liz  Carpenter,  Press  Secretary  to  Mrs. 

Lyndon  B.  Johnson 

HEARTBURN 

A case  is  described  of  a male  patient  who  pro- 
duced a burning  injury  to  the  left  ventricle  by 
thrusting  a redhot  poker  through  the  fourth  left 
inter-space. 

...  Roy,  A.  D.:  True  Heartburn.  Brit.  Med.  J. 

4:279.  (Xov.  4)  1967 

ONE  SENTENCE  ESSAY 

If  you  can  keep  you  head  in  times  like  these, 
you  just  don't  understand  the  situation. 

— Anon.,  quoted  in  N.Y.  Times  Editorial 
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ELECTRICAL  HAZARDS  IN  HOSPITALS 


Technological  advances  have  made  available  for 
patient  care  a large  assortment  of  electronic  and 
electrical  devices.  These  are  used  in  hospital  operat- 
ing rooms,  patient-care  areas,  coronary-care,  and 
intensive  care  units.  While  providing  great  advan- 
tages for  the  sick,  the  mass  of  instruments  now 
available  has  given  rise  to  certain  very  definite 
hazards  based  upon  the  nature  of  electrical  circuits 
and  upon  the  physiological  effects,  upon  excitable 
tissues,  of  even  very  minute  electrical  currents.  The 
problem  has  been  attracting  increasing  attention 
in  recent  years.  A report  in  “Electronic  Design" 
(September  1967)  has  emphasized  the  dangers 
which  can  arise  from  inappropriate  engineering. 
Medical  reports  (Bulletin  of  the  American  College 
of  Surgeons,  1967)  have  noted  the  hazards  to  pa- 
tients and  personnel,  and  the  National  Research 
Council  recently  sponsored  a workshop  on  ‘‘Elec- 
trical Hazards  in  Hospitals”  (April  4 and  5,  1968). 

Lack  of  grounding,  improper  grounding,  and  de- 
fective cords  or  cables  causing  short-circuits  are 
the  most  common  causes  for  electrical  accidents. 
Most  contemporary  electrical  equipment  is  built 
with  a third  prong,  or  lead,  designed  to  ground 
the  power  supply.  Often  this  third  lead,  the 
ground,  is  forcefully  removed  from  a plug  in 
order  to  fit  a two-prong  electrical  receptacle. 
It  is  not  uncommon  to  find  in  hospitals  and 
public  buildings  which  have  grown  “like  topsy” 
that  the  ground  element  of  the  three-prong  recep- 
tacle is  in  fact  not  grounded  at  all.  Equipment 
plugged  into  such  an  outlet  can  seriously  shock 
both  patient  and  attending  personnel.  The  state- 
ment is  made  by  inspectors  that  ‘‘it  is  unusual  to 
find  the  plugs  and  cords  of  electrical  appliances  in 
perfect  condition.”  To  avoid  electric  shock  and  fire 
electric  cords,  plugs,  and  receptacles  must  be  under 
constant  surveillance  by  experienced  maintenance 
personnel  and  electricians. 

Certain  kinds  of  appliances  are  safe  when  used 
in  some  areas  and  not  safe  in  others.  Equipment 
which  operates  through  heated  elements  and  spark 
gaps,  for  example,  is  dangerous  in  a hazardous  en- 
vironment, a ‘‘high-risk  area,”  such  as  in  an  op- 
erating room  where  flammable  anesthetic  gases  are 
in  use.  In  such  environments  absolute  safety  can 
be  approached  but  not  reached.  Some  degree  of 
safety  can  be  obtained  by  placing  electrical  equip- 
ment high  off  the  floor  so  as  to  be  above  the  layer- 


ing of  anesthetic  gases.  Switches  will  spark  when 
they  make  or  break  their  circuit  unless  turned  on 
and  off  by  means  of  a potentiometer  before  the 
operator  activates  the  switch.  While  cumbersome, 
such  equipment  could  be  considered  for  use  in  high- 
risk  areas. 

One  must  be  wary  of  grounding  when  more  than 
one  appliance  is  connected  to  the  same  ground. 
When  grounded  in  tandem  to  the  same  ground 
wire,  the  drop  in  electrical  potential  from  one  con- 
nection to  the  next  may  be  sufficient  to  allow  a 
current  to  pass  through  a patient  thus  grounded  at 
a different  potential.  This  accident  can  be  pre- 
vented by  allowing  only  one  power  ground  per  lead, 
by  rendering  all  grounds  electrically  equipotential 
by  connecting  all  to  a single  ground-bus,  or  by 
other  means.  Problems  of  power-grounding  would 
be  prevented  by  using  battery-powered  devices. 

But  power-grounding  is  only  part  of  the  elec- 
trical hazard.  Small  stray  currents  are  unavoidably 
produced  by  electrical  and  electronic  devices.  Such 
currents  can  be  minimized,  but  cannot  altogether 
be  eliminated.  For  instance,  neighboring  conduc- 
tors separated  by  insulation  become  excellent  capa- 
citors. Although  these  currents  usually  are  of  ex- 
tremely low  intensity  and  may  not  be  felt  upon 
surface  contact  with  the  skin,  they  are  hazardous 
for  patients  with  imbedded  electrodes  and  with  in- 
travascular and  intracardiac  catheters.  Such  pa- 
tients obviously  are  integral  parts  of  the  electric 
circuits.  There  is  reasonable  evidence  that  in  man 
a current  of  20  micro-amperes  with  a potential  of 
10  milli-volts  can  cause  ventricular  fibrillation. 
Through  an  intracardiac  catheter  in  contact  with 
excitable  ventricular  tissue,  currents  of  even  lower 
intensities  can  be  dangerous. 

Thus,  an  irreducible  element  of  risk  is  involved 
while  taking  advantage  of  the  life-saving  monitor- 
ing devices  and  of  machines  for  essential  special 
tests  (angiocardiography).  Awareness  of  the  risk 
is  the  best  assurance  that  undesirable  events  are 
prevented  and,  if  they  occur,  are  appropriately 
managed.  While  accepting  the  “irreducible  risk,” 
every  effort  must  be  made  to  maintain  electrical 
cords,  cables,  plugs,  and  receptacles  always  in  per- 
fect condition.  Electrical  grounding  in  any  institu- 
tion should  be  acceptable  to  the  electrical  engineer. 
Electronic  equipment  should  be  tested  before  use 
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in  patients  and  should  not  be  acceptable  if  stray 
currents  are  excessive.  Close  attention  to  the  pre- 
vention of  short-circuits  by  proper  maintenance  of 


plugs,  cords,  cables,  and  the  equipment  itself  and 
to  adequate  grounding  can  prevent  the  majority  of 
accidents  caused  by  electrical  equipment. 


MEDICINE  AND  THE  NATIONAL  MERIT  SCHOLARSHIP 


The  practice  of  medicine  continues  to  be  a 
preferred  career  choice  among  the  nation's  scho- 
lastic elite  — semi-finalists  in  the  National  Merit 
Scholarship  Program — although  the  number  plan- 
ning to  study  medicine  has  declined  from  a year 
ago. 

This  has  been  revealed  by  an  unofficial  AMA 
study  of  information  contained  in  the  National 
Merit  Scholarship  Corporation's  catalog  listing  the 
14,000  students  honored  as  semi-finalists  in  the 
13th  Annual  Merit  program  for  1967-1968,  Aca- 
demically, all  are  in  the  99th  percentile  of  the  na- 
tion's graduating  seniors. 

Of  the  10,770  career-decided  students,  seven  per 
cent  ( 767)  indicated  that  they  seek  to  become  Doc- 
tors of  Medicine.  This  represents  an  appreciable 
decline  from  a year  ago  when  eight  per  cent  (950) 
indicated  medicine  as  their  career  choice.  An  off- 
setting factor,  however,  was  the  fact  that  last  year 
was  a “bumper  year’’  in  which  159  more  semi- 
finalists listed  medicine  as  their  career  choice  than 


did  so  in  the  1965-1966  program. 

For  the  third  consecutive  year  one  of  every 
three  semi-finalists  indicated  a decision  to  enter 
medicine  or  a closely  allied  field.  Twenty-seven 
per  cent  of  all  career-decided  candidates  plan  to 
become  either  physicians,  physicists  (643),  scien- 
tists-unspecified  (543),  chemists  (352),  biological 
scientists  (341).  or  biochemists  (212). 

If  the  3.221  career-undecided  or  unreported 
semi-finalists  in  the  1967-68  program  were  to  make 
career  choices  at  the  same  ratio  as  the  10,779  who 
have  reached  their  decisions,  it  would  indicate  that 
996  plan  to  study  medicine.  The  comparable  figure 
for  the  1966-67  candidates  was  1,133. 

Numbers  choosing  other  professions  included  in 
the  compilations  were  physical  scientist.  97;  social 
worker.  91;  nursing,  84;  medical  technologist,  62; 
veterinarian,  56:  dentist.  30;  pharmacist,  29;  bio- 
physicist, 20;  and  physical  therapist,  18. 

It  is  encouraging  that  medicine  continues  to  be 
the  career  choice  of  so  many  fine  young  scholars. 


CEILING  ON  PHYSICIANS’  FEES 


The  President,  the  Congress,  the  Governor  of 
Rhode  Island,  the  Rhode  Island  General  Assembly, 
and  the  public  are  all  concerned  with  rising  med- 
ical costs.  As  physicians  we  are  disciplined  to  di- 
agnose accurately  and  to  use  tried  and  true  reme- 
dies, some  of  which  may  upon  occasion  be  em- 
pirical. We  are  also  well  aware  of  iatrogenic  effects, 
false  therapies,  the  evils  of  cultism.  and  the  dan- 
ger of  fixed  beliefs  rather  than  rational  approaches. 
We  are  at  times  frustrated  and  disappointed  to 
find  that  the  laity  do  not  always  use  the  same  in- 
tellectual approach  in  matters  related  to  medicine. 

An  editorial  titled  “Government  Looking  at 
Fees"  in  “The  Blue  Shield’’  of  March  1968  wisely 
urges  the  public  and  Congress  to  make  a dispas- 
sionate and  purely  intellectual  appraisal  of  the 
cause  of  rising  medical  fees  and  not  come  up 
with  a politically  popular,  but  economically 
unsound  policy  of  price  controls  which  any 
economist  anywhere  can  show  will  work  only 
over  a very  short  period  of  time  and  which 
has  never  ultimately  been  for  anyone's  good  in  the 
long  run.  It  is  a true  statesman  and  real  politician 
who  does  not  succumb  to  the  quick  expedient,  nor 
to  demagoguery,  by  irresponsibly  attacking  groups 
within  society  or  impugning  their  integrity,  hon- 
esty, and  social  responsibility.  The  editorial  in  part 


states: 

“The  Administration,  Congress,  and  the  Social 
Security  Administration  were  all  aware  that 
when  government  began  paying  for  the  major 
portion  of  health  care  for  these  citizens  there 
wrould  be  a readjustment  in  physicians’  fees  and 
incomes. 

“The  key  question  is  whether  fees  and  in- 
comes have  increased  beyond  a point  that  could 
be  considered  reasonable.  The  government’s  own 
statistics  indicate  that  the  increase  in  physicians’ 
fees  and  incomes  in  the  past  year  and  one-half 
have  been  reasonable  in  the  context  of  the 
times. 

“It  is  anticipated  that  the  self-discipline  of  the 
medical  profession  will  come  into  play  and  that 
there  will  be  a levelling  off  in  both  fees  and  in- 
come in  1968. 

“Congress  would  be  wise  to  allow  this  medical 
care  price  pendulum  to  swing  back  before  con- 
sidering legislative  alternatives.” 

Increased  government  regulation  of  the  profes- 
sion where  a clear-cut  need  is  not  indicated  is  not 
to  the  advantage  of  the  public.  It  can  only  be 
harmful  in  the  long  run  to  the  future  development 
of  medicine,  the  supply  of  physicians,  and  the 
health  of  the  nation. 


406 


RHODE  ISLAND  MEDICAL  JOURNAL 


BLOOD  REPLACEMENT 


Voluntary  replacement  of  banked  blood  by  the 
friends  and  relatives  of  those  needing  it  has  shown 
a sharp  decline  since  the  advent  of  Medicare.  Al- 
though a deterioration  in  this  personal  and  family 
social  responsibility  has  been  increasingly  evident, 
the  most  dramatic  and  severe  decline  is  of  recent 
occurrence. 

There  are  two  problems.  First,  adequate  amounts 
of  blood  must  be  on  hand  when  the  need  arises. 
Optimum  medical  care  is  at  times  not  available 
because  of  a lack  of  blood.  Not  only  is  the  supply 
of  blood  from  professional  donors  generally  inad- 
equate to  meet  requirements,  but  also  blood  se- 
cured from  those  in  need  of  money  is  often  of 
poorer  quality.  There  is  no  substitute  for  the  blood 
of  healthy,  normal  volunteers. 


The  second  problem  relates  to  the  broad  socio- 
logical implications  of  personal  responsibility  and 
its  lack.  There  are  things  which  money  alone  can- 
not buy.  Although  the  government  through  Med- 
icare will  pay  for  blood  transfusions,  it  can  never 
guarantee  that  the  blood  will  be  available.  Govern- 
ment cannot  decree  the  phlebotomy  of  citizens. 

Banked  blood  must  be  replaced.  Because  physi- 
cians have  a special  relationship  with  the  families 
of  patients,  a word  from  them  about  personal  and 
family  responsibility  can  be  helpful.  The  declining 
availability  of  banked  blood  is  a cogent  example 
of  the  harmful  effects  of  weakening  the  traditional 
and  delicate  doctor-patient  relationship.  As  physi- 
cians, we  have  a duty  to  urge  upon  families  a rec- 
ognition of  their  essential  role. 


FEDERAL  CUTS  IN  REASEARCH  FUNDS 


The  prospects  of  a reduction  in  the  National 
Science  Foundation  budget  is  viewed  with  concern 
by  all  thoughtful  persons,  whether  they  be  physi- 
sians,  pure  scientists,  or  interested  laymen.  Philip 
H.  Abelson  in  Science  (April  5,  1968)  pointed  out 
that  there  is  a marked  ‘‘student  response  to  external 
factors.”  When  oil  companies  in  1957  following  the 
Suez  crisis  discharged  geologists,  enrollments  in 
Geology  in  many  universities  dropped  sharply  and 
geologists  now  are  in  very  short  supply.  A serious 
problem  currently  is  the  need  to  educate  an  ade- 
quate number  of  physicists  and  physicians  for  fu- 
ture needs.  In  physics  governmental  support  of  re- 
search is  a basic  economic  requirement.  In  med- 
icine motivation  is  an  extremely  important  factor. 

Motivation  in  medicine  is  an  extraordinarily 
complex  phenomenon.  Because  of  social  and  finan- 
cial rewards,  the  profession  of  medicine  has  fur- 
nished an  avenue  of  upward  mobility  for  intelli- 
gent young  men  since  the  founding  of  our  country. 
Every  young  man  and  woman  seeks  personal  satis- 
faction, which  includes  social  approbation.  In  our 


present  society  it  is  a fact  of  life,  perhaps  unjusti- 
fiably so,  but  nevertheless  a fact,  that  success  is 
measured  in  terms  of  employability  and  financial 
standing.  A young  man  will  not  readily  be  at- 
tracted to  the  fields  of  Pure  Physics  or  Medicine, 
both  of  which  entail  long  postgraduate  training,  if 
he  is  faced  at  the  end  of  his  training  with  either 
unemployability  or  a second-class  socio-economic 
status.  Reduction  in  the  numbers  of  those  entering 
these  professions  is  not  felt  for  ten  to  fifteen  years. 
Academic  research  suffers  first,  but  eventually  the 
lack  is  felt  in  the  community.  Government  is  un- 
able to  supply  its  manpower  needs;  and,  as  Abel- 
son points  out,  “the  public  ultimately  might  dis- 
cover that  this  country’s  security  and  prosperity 
has  been  jeopardized  and  that  emergency  measures 
could  not  restore  a lost  generation.  " 

We  urge  that  funds  for  the  National  Science 
Foundation  budget  be  restored,  and  hope  that  an 
enlightened  laity  will  improve  its  vision  and  un- 
derstanding of  why  intelligent  young  men  make 
personal  sacrifices  in  their  youth  for  the  rewards 
of  a professional  degree. 


ALS 


ALS,  antilymphocytic  serum,  also  designated 
antilymphocytic  globulin  (ALG),  is  the  latest  of 
the  immunosuppressive  agents  which  are  opening 
up  an  entirely  new  field  of  investigation  and  stim- 
ulating the  imagination  to  new  and  unique  ap- 
proaches in  medicine  and  therapy.  It  is  adding  a 
new  dimension  to  the  subspecialty  of  immunology 
itself,  which  historically  has  been  concerned  with 
the  development  of  antibodies  for  the  destruction 
of  foreign  proteins,  whether  naked  or  in  the  form 
of  bacteria  and  viruses.  Prophylactic  immuniza- 
tions are  of  this  type. 


Sir  Peter  Brian  Medawar  during  the  Second 
World  War  showed  that  the  rejection  of  homo- 
grafts was  due  to  an  immune  mechanism  and  that 
it  was  the  lymphocytes  which  were  responsible  for 
the  destruction  of  transplanted  organs.  Radiation 
and  chemicals  which  destroy  lymphocytes  were  the 
logical  first  choice  among  agents  to  combat  this 
process  and  make  homologous  grafting  possible. 
With  imagination  and  some  a priori  reasoning,  re- 
searchers set  out  to  develop  a foreign  species  serum 
which  was  capable  of  destroying  human  lympho- 
(Com'inued  on  next  page) 
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cytes  almost  specifically  in  the  same  manner  as 
tetanus  toxin,  for  example,  is  neutralized  by  horse 
serum.  This  new  biological  immunosuppressive 
agent  (ALG)  appears  to  be  working.  The  anti- 
bodies developed  in  the  foreign  species  against 
human  lymphocytes  appear  to  coat  the  lympho- 
cyte cell  membranes,  rendering  them  inactive. 
Strangely  enough,  the  progeny  of  these  coated  cells 
themselves  may  also  be  inactive. 

The  application  of  the  principles  of  immunology, 
as  old  as  smallpox  vaccination  itself,  may  have  ap- 


plications in  many  other  areas  of  medicine,  perhaps, 
for  example,  in  the  autoimmune  and  collagen  dis- 
eases. Horse  serum,  or  any  other  animal  serum 
theoretically,  could  be  made  reactive  against  any 
abnormal  antibody  responsible  for  such  diseases 
as  rheumatoid  arthritis.  Such  antibody  might  con- 
ceivably be  neutralized  or  destroyed  by  this  bio- 
logical antiserum.  The  model  or  paradigm  for  an 
exciting  new  adventure  in  the  control  of  disease  is 
seen  in  the  progress  to  date  in  the  development  of 
ALS. 


THE  HEALTH  AND  HAPPINESS  OF  SOCIETY 


According  to  its  Charter,  the  Rhode  Island  Med- 
ical Society  was  founded  in  a spirit  of  community 
service  for  "the  health  and  happiness  or  society.’’ 
The  Society  has  continued  that  tradition,  fighting 
for  high  standards  of  medical  practice,  for  regis- 
tration of  vital  statistics,  against  air  pollution,  to 
End  Polio,  and  to  End  Measles.  It  has  fostered 
health  education  through  radio  programs,  a Health 
Fair,  and  by  encouraging  Science  Fair  exhibitors. 
Not  the  least  of  its  public  activities  is  its  Library, 
open  for  reference  without  restriction  to  anyone 
who  wants  to  use  it. 

The  welcome  mat  is  at  the  door  for  the  student 
of  any  age,  the  lawyer,  the  teacher,  the  nurse,  the 
veterinarian,  the  worker  in  a field  allied  to  med- 
icine, and  the  “I-want-to-read-up-on  . . .”  person. 
Our  latest  library  report  shows  that  666  more  lay- 
men than  physicians  used  the  Library  in  the  last 


year.  The  majority  of  our  many  telephone  calls 
come  from  the  public.  These  range  from  simple 
requests  for  definitions,  addresses,  lists  of  special- 
ists, and  similar  questions  answered  quickly  and 
easily  from  one  of  our  reference  sources,  to  lengthy 
conversations.  We  try  to  further  good  public  rela- 
tions between  the  medical  profession  and  the  laity 
by  providing  courtesy,  sympathy,  and  a willing  ear. 

Our  primary  concern  is,  of  course,  giving  the 
best  possible  service  to  the  Fellows  of  the  Society, 
but  our  secondary  concern,  serving  the  lay  public, 
which  once  formed  a very  small  part  of  the  daily 
routine,  has  assumed  a tremendous  importance.  The 
members  of  the  staff  hope  that  they  are  carrying 
out  the  original  ideas  of  the  Founding  Fathers  and 
are  contributing  to  ‘‘the  health  and  happiness  of 
society.” 

Helen  DeJong 


THE  PRACTITIONER 


On  July  1 our  distinguished  contemporary,  The 
Practitioner  of  London,  will  celebrate  its  centenary 
of  publication  at  a reception  to  be  held  in  Claridge’s 
in  that  city. 

In  the  excellent  Library  of  the  Rhode  Island 
Medical  Society  one  can  find  in  almost  mint  con- 
dition Volume  I,  containing  the  No.  1 issue  of  July 
1868.  The  Editors  then  were  Francis  E.  Anstie 
and  Henry  Lawson.  The  titles  of  the  papers  are 
interesting;  The  Treatment  of  Wounds  by  Pneu- 
matic Aspiration,  by  Maisonneuve  of  Paris;  On  The 
Therapeutic  L'ses  of  Bromide  of  Potassium,  by  J. 
R.  Reynolds;  Faradisation  in  the  Treatment  of 
Paralysis,  by  J.  N.  Radcliffe;  On  The  Employment 
of  Glycerine  of  Tannin  (for  ozaena  following  scar- 
let fever  or  measles),  by  S.  Ringer;  and  The  Hy- 
perdermic  Injection  of  Remedies,  by  the  Editor, 
Doctor  Anstie. 


In  this  latter  paper  Anstie  states:  ‘‘Ten  years’  ex- 
perience of  the  subcutaneous  administration  of  med- 
icines has  convinced  me  of  the  satisfactory  working 
of  the  method,  and  of  the  greatly  increased  power 
in  handling  remedies  which  it  gives  us.  I conclude, 
however,  that  it  is  still  very  much  unappreciated; 
for  I not  unfrequently  meet  practitioners  who  will 
not  admit  that  there  can  be  any  particular  ad- 
vantage in  it  which  the  old  way  of  giving  medicines 
does  not  offer,  and  who  are,  moreover,  possessed 
with  a great  dread  of  the  dangers  which  they  think 
it  must  involve.” 

The  Practitioner  may  be  looked  upon  as  the  grand- 
daddy  of  our  own  GP.  Its  long  and  productive  ca- 
reer may  serve  as  an  example  to  that  lively  new- 
comer. We  wish  The  Practitioner  a successful  sec- 
ond hundred  years  and  look  forward  to  receiving  its 
elegant  issues  regularly  in  our  collections. 


408 


RHODE  ISLAND  MEDICAL  JOURNAL 


HOUSE  OF  DELEGATES 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 


Report  of  Meeting  Held  on  Ajtril 

24,  1968. 

A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library,  Providence,  on  Wednesday,  April 
24,  1968.  The  meeting  was  called  to  order  by  the 
President,  Dr.  Stanley  D.  Davies,  at  8:30  p.m. 
The  following  members  of  the  House  were  in  at- 
tendance: Dr.  Joseph  E.  Wittig,  Charles  Dotterer, 
Alton  Pauli,  Orland  Smith,  Freeman  B.  Agnelli, 
James  A.  McGrath,  Joseph  Ruisi,  Leonard  Stau- 
dinger,  Stanley  D.  Davies,  John  J.  Cunningham, 
Stephen  J.  Hoye,  John  A.  Dillon,  John  T.  Barrett, 
Nathan  Chaset,  Henry  B.  Fletcher,  Warren  W. 
Francis,  Frank  Fratantuono,  Alvin  Gendreau,  John 
F.  W.  Gilman,  Seebert  J.  Goldowsky,  John 
P.  Grady,  Herbert  F.  Hager,  Milton  Hamolsky, 
Joseph  Lambiase,  Robert  V.  Lewis,  Thomas  Little- 
ton, Peter  L.  Mathieu,  William  McDonnell,  James 
B.  Moran,  Gustavo  A.  Motta,  Raul  Nodarse,  Ed- 
win B.  O’Reilly,  Ralph  F.  Pike,  Arnold  Porter, 
Carl  S.  Sawyer,  Richard  P.  Sexton,  Stanley  D.  Si- 
mon, John  Turner  II,  Henry  M.  Tyszkowski,  Elihu 
S.  Wing,  Jr.,  and  Edmund  T.  Hackman. 

Also  present  were  John  E.  Farrell,  Executive  Sec- 
retary, William  L.  Leet,  M.D.,  chairman  of  the 
Committee  on  Metabolism  and  Nutrition,  and  sev- 
eral members  of  the  Society  non-members  of  the 
House. 

Minutes  of  Previous  Meeting 

The  President  noted  that  the  Secretary  had  pre- 
pared and  had  distributed  to  the  delegates  a copy 
of  the  minutes  of  the  January  meeting  of  the  House. 
Action : A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  January  24,  1968  meet- 
ing of  the  House  of  Delegates,  as  submitted,  be 
approved  and  placed  on  file 

Report  of  the  Secretary 
Dr.  Stephen  J.  Hoye  noted  that  his  report  was 
included  in  the  handbook  for  the  meeting,  and  he 
stated  he  would  explain  any  item  about  which  there 
might  be  a question  from  the  delegates. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted, 
be  approved  and  placed  on  record. 

Report  of  the  Treasurer 
Dr.  John  A.  Dillon,  Treasurer,  stated  he  would 


answer  any  questions  regarding  his  report  as  sub- 
mitted to  the  House  and  as  published  in  the  hand- 
book for  the  meeting. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Treasurer,  as  submitted, 
be  approved  and  placed  on  record. 

Nomination  of  Officers  and  Standing  Committees 
The  President  noted  that  the  Council  had  pre- 
pared a slate  of  nominees  and  Standing  Commit- 
tees to  serve  the  Society  for  the  fiscal  year  1968-69, 
and  the  slate  had  been  published  in  the  handbook 
for  the  meeting. 

Action : A motion  was  made,  seconded  and  voted 
that  the  slate  of  nominees  submitted  by  the 
Council  be  approved,  and  that  the  Officers  and 
Standing  Committee  members  nominated  be  de- 
clared elected  to  serve  the  Society  for  the  fiscal 
year  1968-69. 

Bank  Charge  Cards 

The  President  noted  that  the  House  had  re- 
quested at  its  January  meeting  that  the  subject  of 
bank  and  private  agency  credit  charge  cards  be 
discussed  at  its  next  meeting.  He  stated  that  in- 
formation regarding  the  Industrial  National  Bank’s 
Incard  program,  and  a proposed  Medi-Card  pro- 
gram, was  included  in  the  handbook  for  the  meet- 
ing, together  with  the  position  statement  of  the  Ju- 
dicial Council  of  the  AMA  on  the  subject. 

The  subject  was  discussed  by  members  of  the 
House. 

Action : A motion  was  made,  seconded  and  voted 
that  the  position  of  the  Rhode  Island  Medical 
Society  regarding  credit  charge  cards  for  med- 
ical services  be  as  follows:  The  use  of  credit 
cards  for  physicians’  services  by  members  of  the 
Society  is  not  considered  ethical  because  in  the 
opinion  of  the  House  of  Delegates  the  physician 
thereby  becomes  an  agent  for  a commercial  en- 
terprise, and  he  can  inadvertently  also  become  the 
victim  of  commercial  advertising  that  might  not 
reflect  to  the  credit  of  the  Profession;  and  fur- 
ther, the  House  is  concerned  that  with  the  in- 
creasing number  of  credit  card  programs  the 
physician’s  private  practice  may  be  affected  by 
the  number  of  credit  card  programs  he  will  ac- 
cept. 

(Com'inued  on  next  page) 
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Rhode  Island  Group  Health  Association 

The  President  stated  that  at  its  January  meeting 
the  House  recommended  that  the  R.I.  Group  Health 
Association  issue  be  discussed  at  the  April  meeting. 
He  noted  that  the  Council  in  January  had  recom- 
mended, and  the  House  had  approved,  that  the 
officers’  committee  continue  to  have  liaison  with 
the  state  AFL-CIO,  and  he  reported  that  no  meet- 
ings or  conferences  had  been  held  since  January. 
However,  legislation  to  establish  the  Group  Health 
Association  has  been  enacted  by  the  R.I.  General 
Assembly,  and  he  stated  that  a copy  of  the  legis- 
lation was  included  in  the  handbook  for  the  meet- 
ing. 

The  subject  was  discussed  at  length. 

Action:  A motion  was  made,  seconded  and  voted 
that  it  is  the  sense  of  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  that  when- 
ever a closed  panel  medical  service  plan  is  of- 
fered to  a group  of  subscribers  all  such  sub- 
scribers should  be  given  a choice  of  programs, 
one  of  which  allows  free  choice  of  physician. 

* * * 

Action:  A motion  was  made,  seconded  and  voted 
that  the  action  of  the  House  regarding  closed 
panel  medical  service  plans  be  made  known  to 
the  public. 

Physicians  Service 

Dr.  Orland  Smith  discussed  the  inquiry  he  had 
made  at  the  annual  meeting  of  the  Corporation  of 
Physicians  Service  relative  to  the  financial  report 
issued  comparing  the  experience  of  the  Plan  in  1966 
with  the  experience  in  1967.  He  stated  that  the  ad- 
ministrative staff  had  subsequently  sent  to  the 
members  of  the  Corporation  an  analysis  of  the  fig- 
ures cited,  but  he  noted  what  he  deemed  some  un- 
answered issues  which  he  read  to  the  House. 

Dr.  Arnold  Porter,  President  of  Physicians  Serv- 
ice, agreed  to  seek  answers  to  the  issues  raised  by 
Doctor  Smith,  and  to  report  at  a subsequent  meet- 
ing of  the  House  of  Delegates. 

Medical-Legal  Committee 
Dr.  Nathan  Chaset,  chairman  of  the  Medical- 
Legal  Committee  reported  that  the  committee  has 
several  matters  under  advisement  at  the  present 
time,  and  that  it  would  report  on  them  at  the  next 
meeting  of  the  House. 

Committee  Reports 

On  separate  motions  the  reports  of  the  following 
committees,  as  published  in  the  handbook  for  the 
meeting  were  approved  and  placed  on  file: 

Child-School  Health,  Disaster,  Library,  Maternal 
Health,  Medical  Care  Programs,  Medical  Aspects 
of  Sports,  Mental  Health,  Nutrition  and  Metabo- 
lism, Pollution,  Scientific  Work  and  Annual  Meet- 
ing, Social  Welfare,  and  Workmen's  Compensation. 

(Coni’inued  on  next  page) 
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Adjournment 

In  adjourning  the  meeting,  Doctor  Davies 
thanked  the  House  for  its  support  given  to  him 
during  his  tenure  of  office. 

The  meeting  was  adjourned  at  9:20  p.m. 

Respectfully  submitted, 
Stephen  J.  Hoye,  m.d. 
Secretary 

PHYSICIANS  SERVICE  REPORT 

At  the  annual  meeting  of  Physicians  Service  held 
on  March  13,  1968  the  following  facts  were  pre- 
sented for  1967: 

1.  There  were  29,672  new  subscribers  to  Physi- 
cians Service. 

2.  There  were  261  new  businesses  enrolled. 

3.  There  were  51  more  participating  physicians. 

4.  Total  corporate  income  increased  $747,852. 

5.  The  doctors  were  paid  $292,149  less  in  1967 
than  in  1966. 

6.  There  were  29,631  fewer  cases  paid  in  1967 
than  in  1966. 

7.  The  cost  of  operating  was  increased  by  $216,- 
336. 

8.  This  in  effect  states  that  the  operating  ex- 
penses to  handle  29,631  fewer  cases  in  1967 
went  up  $216,336. 

9.  The  reserves  were  increased  by  $1,429,965  to 
$4,177,711. 

10.  This  increase  was  explained  as  arising  from  a 
transfer  of  funds  from  the  accrual  accounts. 

11.  At  the  same  time  total  income  amounted  to 
$13,930,850. 

12.  And  the  total  claims  paid  amounted  to  $11,- 
495,804,  which  accounts  for  a difference  of 
$2,445,046. 

13.  Total  operating  costs  amounted  to  $1,154,687 
for  1967,  leaving  a balance  to  reserves  in  1967 
alone  of  $1,290,359. 

14.  In  the  explanation  presented  in  response  to  a 
motion  requesting  comparative  figures  for  1966 
and  1967,  considerable  detail  was  documented 
discussing  inflation,  increased  payroll  taxes,  in- 
crease in  minimum  wages,  and  the  tight  labor 
market,  as  being  part  of  the  reason  for  in- 
creased operating  expenses. 

15.  In  the  same  explanation  in  benefit  payments 
for  Federal  programs,  it  is  shown  that  the 
payments  went  from  $816,332  in  1966  to  $5,- 
656,287  in  1967,  a difference  of  $4,839,955. 

16.  Operating  expense  for  this  Federal  activity 
should  be  borne  by  the  Federal  Government. 

17.  If  the  same  percentage  costs  are  applied  to  the 
Federal  programs,  as  is  experienced  by  Phy- 
sicians Service  — e.g.  8.2  per  cent  — the  cost 
of  operating  Part  B of  Medicare  should 
amount  to  $463,815. 

(Continued  on  next  page) 
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18.  In  the  income  statement  for  Physicians  Service 
for  1967  there  is  no  entry  to  indicate  that  any 
Federal  money  was  received  to  pay  for  operat- 
ing expense,  and  Physicians  Service  is  the  fis- 
cal intermediary. 

19.  As  $216,336  — the  increased  operating  ex- 
pense— is  46.6  per  cent  of  $463,815  as  shown 
above,  the  logical  questions  are  whether  the 
Federal  Government  paid  this  cost  to  Blue 
Cross,  and  if  so,  why  should  any  of  the  in- 
crease in  operating  cost  be  billed  to  Physi- 
cians Service? 

20.  Without  attempting  to  hide  the  fact  that  $5,- 
656.287  was  paid  for  Federal  programs,  the 
fact  remains  that  benefit  payments  from  Phy- 
sicians Service  dropped  by  $292,149  in  1967 
and  will  undoubtedly  drop  by  a greater  amount 
in  1968. 

21.  In  conclusion,  the  same  comparison  of  statis- 
tics shows  that  40  more  maternity  cases  were 
paid  for  in  1967  than  in  1966,  and  yet  the 
maternity  reserve  was  increased  by  $114,179. 

22.  With  these  facts  as  presented  at  the  annual 
meeting,  and  the  experience  with  the  Director 
of  Business  Regulation  who  disallowed  any  in- 
crease in  Physicians  Service  payments  to  the 
doctors,  the  House  should  consider  the  wisdom 
of  recommending  a drop  in  premium  costs  to 
all  subscribers. 

Orland  F.  Smith,  m.d. 


REPORT  OF  THE  SECRETARY 

Subsequent  to  the  January  meeting  of  the  House 
of  Delegates  the  Society  issued  a Newsletter  to  the 
membership  of  the  Society  which  noted  the  high- 
lights of  the  meeting  of  the  House,  and  also  pub- 
lished information  on  such  pertinent  subjects  as 
the  Group  Health  Association  proposal,  the  ethical 
issues  involved  in  bank  card  programs,  and  infor- 
mation on  the  annual  meeting  program. 

The  Council  has  held  one  meeting  since  the  Jan- 
uary session  of  the  House,  and  actions  taken  or 
reported  included  the  following: 

1.  Support  was  given  the  Rhode  Island  Health 
Facilities  Planning  Council  in  its  request  for 
a federal  grant  to  aid  it  in  its  program  until 
June  30,  1969. 

2.  The  Council  expressed  the  opinion,  in  response 
to  a request,  that  it  could  not  commit  the  So- 
ciety to  the  extent  of  endorsing  a request  for 
federal  funds  for  an  individual  hospital  to  sup- 
port a cancer  cytology  screening  program. 

3.  The  appointment  by  the  President  of  Drs. 
Richard  P.  Sexton  and  Peter  L.  Mathieu  as  the 
Society’s  official  delegates  to  the  AMA  Socio- 
Economic  Conference  was  confirmed. 

4.  The  Society  was  notified  that  its  nomination 
ot  Dr.  Peter  L.  Mathieu  to  serve  as  a mem- 
ber of  the  State  Medical  Advisory  Committee 
for  the  R.I.  Medical  Assistance  Program  with- 
in the  State  Department  of  Social  Welfare  had 
been  accepted. 

5.  Dr.  Milton  Hamolsky,  the  Society's  represen- 
tative on  the  Planning  Committee  for  the  X.E. 
Postgraduate  Assembly,  reported  progress  on 
the  plans  for  that  Conference  to  be  held  next 
November. 

6.  The  President's  appointments  of  Dr.  F.  B. 
Agnelli  as  the  Society's  delegate  to  the  Con- 
necticut State  annual  meeting,  of  Drs.  Alex 
M.  Burgess,  Jr.,  and  John  J.  Cunningham  to 
the  Massachusetts  Medical  Society  meeting, 
of  Dr.  Hannibal  Hamlin  to  the  Maine  Med- 
ical Association  meeting,  and  Dr.  Charles  York 
to  the  Xew  Hampshire- Vermont  combined 
meeting,  were  approved. 

7.  The  Council  received  a report  from  the  Presi- 
dent of  a meeting  with  the  officers  of  the  So- 
ciety and  of  the  R.I.  Osteopathic  Association 
at  which  mutual  problems  were  discussed. 

8.  The  poll  of  the  membership  regarding  com- 
mittee service  was  reported  by  the  Executive 
Secretary,  and  the  information  was  submitted 
to  the  Nominating  Committee  for  Standing 
Committees,  and  to  the  President-Elect  for 
appointments  to  Appointed  Committees. 

9.  The  President  reported  that  he  had  named  Drs. 
Stanley  D.  Simon,  E.  H.  Dahlquist,  and  Thom- 
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as  Forsythe  as  consultants  to  the  Vocational- 
Technical  Division  of  the  R.I.  Department  of 
Education  relative  to  the  establishment  of 
training  programs  in  several  health  occupations. 

10.  The  Trustees  of  the  Caleb  Fiske  Fund  have 
announced  the  1967  essay  winner  as  Dr.  Otto 
Fhillips,  Chief  of  the  Division  of  Anesthesia 
at  Western  Pennsylvania  Hospital  in  Pitts- 
burgh, Pa. 

11.  The  Executive  Secretary  and  the  Chairman  of 
the  Committee  on  Public  Laws  were  appointed 
as  delegates  to  attend  a regional  meeting  on 
legislative  matters  to  be  conducted  by  the 
AMA  in  New  York  on  May  22. 

Stephen  J.  Hoye,  m.d. 

REPORT  OF  THE  TREASURER 
Agency  Account 

I am  informed  by  the  Trust  Officer  of  the  In- 
dustrial National  Bank  in  charge  of  the  Society’s 
account  that  on  “January  31,  1968  the  unit  value 
of  the  assets  in  the  ‘pooled  fund’  (of  the  Society) 
stood  at  $19.58,  up  $0.11  from  the  valuation  in 
October.  The  gain  from  January  31,  1967  amounts 
to  $0.90,  which  seems  to  be  a reasonable  perfor- 
mance during  the  period  of  unsettlement.  We  do 
not  feel  that  any  changes  in  the  securities  are  ne- 
cessary as  both  the  quality  and  diversification  seem 
to  meet  the  investment  requirements  of  this  period.” 

The  complete  statement  of  the  Trust  Depart- 
ment of  the  Bank  is  available  at  the  Executive  Of- 
fice for  viewing  by  any  member  interested. 

Estate  of  Carlotta  S.  Williams 

The  Society  has  received  a payment  of  $13,500 
representing  a partial  distribution  of  principal  cash 
of  the  estate  of  the  late  Carlotta  S.  Williams.  This 
bequest,  as  previously  reported,  was  for  the  gen- 
eral use  in  connection  with  the  Medical  Library, 
and  it  has  made  possible  the  extensive  repairs  and 
improvements.  The  payment  has  been  deposited  in 
the  general  account  to  refund  the  Society  for  the 
money  expended  for  the  improvements. 
Veterinary  Association  Contribution 

The  Society  has  received  a contribution  of  $100 
from  the  Rhode  Island  Veterinary  Association  to- 
wards the  cost  of  purchase  of  journals  and/or  books 
on  veterinary  medicine  for  the  Medical  Library. 
USPHS  Grant  for  Emergency  Medical  Care 
Conference 

The  Disaster  Committee  of  the  Society,  with  the 
approval  of  the  Council,  accepted  a grant  from  the 
U.S.  Public  Health  Service,  Division  of  Health 
Mobilization,  to  defray  the  cost  of  sponsoring  an 
all-day  conference  with  workshops  on  Emergency 
Medical  Care.  The  conference  was  held  at  the 
Roger  Williams  General  Hospital  on  March  9,  and 
was  most  successful.  Approximately  300  rescue 
workers,  from  both  public  and  private  organizations, 
attended  the  meeting  at  which  members  of  the  So- 


ciety conducted  workshops  on  emergency  medical 
care.  The  overall  cost  of  the  conference  was  $2,- 
254.46  which  is  to  be  paid  to  the  Society  which  in 
turn  will  pay  all  outstanding  bills  in  connection 
with  the  meeting,  and  close  the  account. 

John  A.  Dillon,  m.d. 

CHILD-SCHOOL  HEALTH  COMMITTEE 

The  Child-School  Health  Committee  has  been 
concerned  lately  with  revision  of  State  laws  con- 
cerning immunization,  antipoverty  medical  pro- 
grams concerning  children,  and  school  health  edu- 
cation. 

In  discussing  the  status  of  legislation  on  compul- 
sory immunization  with  the  director  of  the  division 
of  maternal  and  child  health  of  the  Rhode  Island 
Health  Department,  the  committee  felt  that  the 
idea  was  a worthwhile  one.  A bill  sponsored  by  the 
Rhode  Island  Department  of  Health  on  compul- 
sory immunization,  components  of  which  are  at  the 
discretion  of  the  director,  has  been  submitted  to 
the  legislature.  This  is  similar  to  the  Massachu- 
setts law.  Our  committee  is  in  favor  of  this  legis- 
lation and  has  communicated  this  feeling  to  the 
Committee  on  Public  Laws,  recommending  Rhode 
Island  Medical  Society  approval. 

The  committee  met  with  representatives  of  the 
Providence  Neighborhood  Health  Clinics  sponsored 
by  O.  E.  O.  and  heard  a presentation  of  the  pro- 
gram both  from  the  viewpoint  of  an  involved  pedi- 
atrician and  its  lay  medical  administrator.  It  ap- 
(Cont'inued  on  next  page) 
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peared  to  be  a rather  expensive  effort  to  deliver 
health  care  to  a population  segment  who,  because 
of  a combination  of  factors,  i.e.  life  styles  of  pa- 
tients combined  with  the  rigidity  and  class  orien- 
tation of  clinic  services,  did  not  usually  reap  the 
benefits  of  contemporary  medical  knowledge. 

It  appears  that  this  method  is  successful  to  a 
degree  in  accomplishing  its  goals  delivering  care  to 
this  population,  but  the  medical  component  at  pres- 
ent is  only  part-time  and  probably  faces  a con- 
tinuous turnover  in  personnel.  The  administrator 
said  that  the  provision  of  comprehensive  medical 
care  not  only  depended  on  continued  and  expanded 
financing  but  also  cooperation  of  the  medical  com- 
munity in  encouraging  the  involvement  of  more 
physicians.  One  objection  raised  to  this  was  if  the 
program  involved  full-time  physicians  would  it 
simply  divert  the  already  short  supply  of  physicians. 
More  efficient  utilization  of  these  physicians  by 
means  of  usage  of  para-medical  personnel  probably 
would  counter-balance  this  diversion.  It  did  not 
appear  that  the  committee  objected  to  the  rationale 
or  the  method  but  felt  that  under  its  present  struc- 
ture it  could  be  only  partially  successful  and  felt 
there  should  be  more  communication  between  the 
administrator  of  the  program  and  the  medical  com- 
munity in  order  that  a quality  program  could  be 
assured. 

For  many  years  on  the  national  level  the  Ameri- 
can Medical  Association  and  the  National  Educa- 
tion Association  have  been  much  concerned  with 
implementing  health  education  in  our  nation's 
schools.  There  have  been  biennial  national  AMA- 
XEA  meetings  on  this  subject,  conferences  on 
physicians  in  schools,  for  at  least  20  years.  Locally, 
the  Rhode  Island  Medical  Society  has  in  the  past 
been  mainly  concerned  with  that  portion  of  school 
health  programs  involving  physicians'  responsibili- 
ties. Educationally  there  have  been  efforts  in  many 
school  departments  to  offer  health  education.  In 
most  instances  this  has  been  an  occasional  didactic 
effort  by  the  small  group  of  nurses  with  teaching 
certificates  along  with  programs  involving  physical 
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education  teachers  and  nutritional  lectures  by  home 
economic  teachers. 

The  status  of  acquired  health  information  by  our 
adult  population  has  been  demonstrated  to  be  dis- 
asterously  deficient  by  the  national  health  tests  on 
television.  The  results  are  the  same  in  all  of  the 
surveys  which  have  been  done  in  high  schools.  So 
neither  our  current  parental  generation  or  our  fu- 
ture parents  are  in  a position  to  inculcate  their  chil- 
dren with  basic  concepts  of  health  and  disease. 

Perhaps  many  of  the  problems  of  delivery  of  health 
services  about  which  we  are  currently  concerned 
might  be  traced  to  a motivational  deficiency  based 
on  lack  of  fundamental  information. 

Somebody  has  failed  in  the  adequate  provision  of 
this  information  necessary  for  modern  day  survival. 
The  blame  must  be  equally  shared  by  medicine  and 
education. 

Recently  we  have  seen  local  stirrings  of  interest 
in  this  situation  and  some  instances  of  action.  The 
Interagency  Council  on  Smoking  is  meeting  with 
varying  success  in  getting  its  message  to  school 
children.  PTA  and  B’nai  Brith  have  been  stimulat- 
ing interest  in  family  education  including  sex  edu- 
cation. In  Warwick  the  Warwick  school  system  with 
the  great  encouragement  of  Dr.  John  Ferris  has 
begun  a program  of  family  life  education.  The  State 
Department  of  Health  and  our  Medical  Auxiliary 
have  been  interested  in  having  the  schools  become 
involved  with  YD  education.  Unfortunately,  most 
of  this  interest  and  action  is  scattered,  fragmented, 
and  isolated  with  no  inter-relationship.  In  other 
areas  of  the  country  it  has  been  demonstrated  re- 
peatedly that  unless  there  is  a cohesive  integrated 
health  education  effort  embracing  all  the  aoove 
within  a general  framework,  teaching  children  what 
health  is,  instilling  a desire  for  them  to  care  about 
their  health  and  how  to  do  it,  the  program  is  frag- 
mented and  unrewarding. 

The  State  Department  of  Education  has  a desire 
to  encourage  its  community  systems  at  long  last  to 
incorporate  an  integrated  kindergarten  to  12th 
grade  comprehensive  health  education  program. 
After  a survey  of  what  these  systems  were  doing 
at  present,  they  prepared  a Position  Paper  present- 
ing the  feelings  of  the  Department  of  Education  on 
Health  education.  This  was  approved  by  the  State 
Board  of  Education  in  December  1967  as  their  of- 
ficial position  on  this  subject.  This  position  since 
has  been  made  clear  to  local  administrators  and 
school  boards.  It  is  expected  that  the  Department 
of  Education  will  ask  both  the  Department  of 
Health  and  the  Rhode  Island  Medical  Society  to 
help  in  devising  the  curriculum  as  suggested  guide- 
lines for  local  systems. 

The  Child-School  Health  Committee  feels  strong- 
ly that  the  Rhode  Island  Medical  Society  should 
(Continued  on  Page  416) 


414 


RHODE  ISLAND  MEDICAL  JOURNAL 


Quietude  for  the  hypertensive 


BUTISOL  SODIUM®  (sodium  butabarbital)  15  mg.  and  Reserpine  0.1  mg. 

Warning:  May  be  habit  forming. 


for  gentle,  long-term,  blood-pressure  control 

Butisol  Sodium  (sodium  butabarbital)  acts  promptly  to  relieve  anxiety  while  the  low 
dosage  of  reserpine  builds  gradually  to  an  effective  level  for  continuous,  smooth 
control  of  tension  and  blood  pressure.  Thus  effective  therapy  can  be  achieved  without 
the  hazards  of  more  potent  antihypertensive  agents  or  of  reserpine  in  larger  doses. 


Contraindications:  Porphyria,  peptic  ulcer,  ulcerative  coli- 
tis, mental  depression,  sensitivity  to  either  component. 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression.  Observe  for  signs  or 
symptoms  of  peptic  ulcer  or  ulcerative  colitis.  Discontinue 
at  first  sign  of  mental  depression;  keep  in  mind  possibility 
of  suicide.  Exercise  extreme  caution  in  history  of  mental 
depression.  May  produce  cardiac  arrhythmias  when  used 
with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks 
before  surgery;  inform  the  anesthesiologist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy. 
Discontinue  1 to  2 weeks  before  ECT. 


Adverse  Reactions : Drowsiness,  skin  rash,  “ hangover,” 
systemic  disturbances,  increased  salivation  and  gastric 
secretion,  nausea,  vomiting,  increased  intestinal  motility, 
loose  stools,  angina-like  syndrome,  arrhythmias,  brady- 
cardia, flushing,  hypotension,  nervousness,  paradoxical 
anxiety,  rarely  atypical  Parkinsonian  syndrome,  central 
nervoussystemsensitizationfmanifestedbydullsensorium, 
deafness,  glaucoma,  uveitis  and  optic  atrophy),  dryness  of 
mouth,  syncope  or  dizziness,  epistaxis,  purpura  secondary 
to  thrombocytopenia,  asthma  in  susceptible  persons,  nasal 
congestion,  weight  gain,  and  impotence  or  decreased  libido. 

Usual  Adult  Dosage:  Initially,  1 to  4 tablets  daily  for  one 
week;  maintenance,  1 to  2 tablets  daily. 
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express  its  firm  support  to  the  Department  of  Ed- 
ucation an  the  Board  of  Education  and  assume  a 
position  of  leadership  by  encouraging  them  to  in- 
corporate in  our  teacher  training  schools  competent 
instruction  for  all  future  teachers  in  health  areas. 
The  current  status  of  instruction  is  quite  inade- 
quate for  preparation  for  comprehensive  health  ed- 
ucation. 

Since  the  Position  Paper  is  only  advice  to  local 
systems,  it  is  perhaps  as  important  for  both  the 
Society  and  individual  physicians  to  encourage  their 
systems  to  become  involved  with  health  education 
and  offer  their  consultative  services,  otherwise,  the 
program  may  be  lost  in  the  local  "battle  of  the 
curriculum.’’ 

The  Child-School  Health  Committee  asks  for  a 
commitment  from  the  House  of  Delegates  not  only 
supporting  the  Position  Paper  of  the  Department 
of  Education  but  stating  the  Rhode  Island  Medical 
Society's  intense  interest  in  this  matter  and  offer- 
ing its  consultation  in  curriculum  preparation. 

John  E.  Farley,  jr.,  m.d. 

Chairman 

DISASTER  COMMITTEE 

On  Saturday,  March  9,  1968,  the  Disaster  Com- 
mittee held  a day-long  workshop  at  Roger  Williams 
General  Hospital.  Providence,  in  cooperation  with 
the  United  States  Public  Health  Service  and  the 
Division  of  Health  Mobilization  of  the  Rhode  Is- 
land Department  of  Health.  This  was  conducted 
under  a grant  to  the  Medical  Society  from  the  Pub- 
Health  Service.  Three  hundred  rescue  squad  per- 
sonnel and  ambulance  drivers  were  in  attendance, 
and  physicians  from  Rhode  Island  participated  by 
giving  workshop  programs  on  the  management  of 
fractures  and  splinting;  the  psychiatric  aspects  of 
mass  casualty  management;  the  treatment  of  the 
patient  in  shock;  resuscitation;  treatment  of  the 
cardiac  patient  and  the  use  of  oxygen;  emergency 
childbirth  procedures. 

The  following  physician  members  of  our  Society 
contributed  at  the  workshop  sessions:  Joseph  S. 
Karas,  M.D.,  Joseph  J.  O'Neill,  M.D.,  Richard 
Bertini,  M.D.,  Henry  M.  Litchman,  M.D.,  Francis 
D.  Lamb,  M.D.,  Vsevolod  Sadovnikoff,  M.D.,  Rob- 
ert Rosen,  M.D.,  and  John  B.  Lawlor,  M.D. 
Luncheon  was  served,  and  souvenir  booklets  were 
presented  to  each  participant  on  the  subject  of 
emergency  care.  Completion  certificates  are  in  the 
process  of  being  sent  to  each  participant.  A re- 
quest has  been  made  informally  by  the  Public 
Health  Service  to  continue  this  practice  on  a semi- 
annual or  annual  basis. 

John  B.  Lawlor,  m.d. 

Chairman 


MATERNAL  HEALTH  COMMITTEE 

The  year  1967  was  a busy  year  for  this  commit- 
tee with  a total  of  4 meetings.  Three  of  these  were 
held  for  the  purpose  of  discussing  what  our  position 
should  be  regarding  the  changing  attitudes  and  leg- 
islation concerning  therapeutic  abortion.  The  last 
two  were  joint  meetings  with  the  committe  on  Med- 
icine and  Religion.  A report  of  the  decision  of  our 
joint  committees  has  previously  been  submitted  to 
the  House  of  Delegates  at  their  last  meeting  and 
published  in  the  March  issue  of  The  Rhode  Island 
Medical  Journal. 

Two  meetings  have  been  held  since  our  last  re- 
port in  order  to  discuss  and  study  our  maternal 
deaths  in  the  State.  The  first  was  held  at  the  home 
of  Dr.  Reid  in  September  1967  and  the  second  at 
the  home  of  Dr.  Durkin  in  April  1968.  There  were 
6 maternal  deaths  occurring  during  the  year  1967 
and  were  classified  by  this  committee  as  follows: 


Direct  obstetric  death  2 

Indirect  obstetric  death  2 

Xon-related  death  1 

L’nclassified  death  1 


There  were  16,298  live  births  in  Rhode  Island 
during  the  year  1967  which  would  make  our  ob- 
stetric death  rate  1.2.  This  is  identical  with  our 
rate  in  1966.  The  latest  figure  of  the  national  rate 
is  3.2  per  10,000  live  births. 

The  chairman  would  like  to  take  this  opportunity 
to  thank  Dr.  and  Mrs.  Reid  and  Dr.  and  Mrs.  Dur- 
kin for  their  hospitality  in  inviting  us  to  their  homes 
for  our  meetings.  The  committee  would  also  like 
to  express  its  appreciation  to  the  Record  Depart- 
ments of  the  various  hospitals  who  have  been  most 
cooperative  in  helping  us  gather  information  for 
these  case  studies. 

Stanley  D.  Davies,  m.d. 

Chairman 

LIBRARY  COMMITTEE 

The  Committee  has  had  two  meetings.  On  Oc- 
tober 20,  1967,  we  discussed  the  Medical  Library 
Resources  Grant  request  which  we  were  filing  and 
decided  to  ask  for  funds  for  microfilming  to  relieve 
the  congestion  in  the  stacks  and  to  preserve  some 
of  the  journals  which  are  showing  signs  of  age.  The 
Grants  are  given  by  the  U.S.  Department  of  Health, 
Education,  and  Welfare  through  the  National  Li- 
brary of  Medicine. 

We  considered  favorably  a letter  to  the  member- 
ship regarding  bequests  to  the  Library  and  decided 
on  a list  of  new  books. 

On  April  10,  1968  we  were  given  more  informa- 
tion regarding  the  Resource  Grant  which  is  still 
beset  by  governmental  red  tape. 

It  was  suggested  that  members  making  bequests 
follow  an  approved  legal  formula  which  will  be 
sent  to  them. 

(Continued  on  Page  418) 
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Vacation  trip.... 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally -not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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(Continued  from  Page  416) 

There  were  a large  number  of  new  books  to  be 
considered  for  the  Davenport  Collection,  the  Gorm- 
ly  Collection,  and  others  and  most  of  them  were 
approved. 

We  gave  an  enthusiastic  vote  of  thanks  to  Mrs. 
De  Jong  for  her  efficient  and  conscientious  work. 

Harold  G.  Calder,  m.d. 

Chairman 

LIBRARIAN'S  REPORT 

Statistics  are  fun  and  all  library  reports  have 
them.  Their  reliability  might  be  questioned,  though 
since  so  much  of  our  work  lies,  iceberg-like,  below, 
the  surface.  Also,  what  good  are  the  figures  with- 
out sound  effects?  . . . the  click  of  heels  in  the 
stacks,  the  constant  clamor  of  the  telephone,  the 
hum  of  the  copy  machine.  How  many  readers  use 
each  volume  sent  to  a hospital  or  university  li- 
brary? One  staff  doctor,  his  resident,  several  interns, 
paramedical  personnel,  one  professor,  several  of 
his  students?  How  many  prospective  customers 
look  in  vain  for  a parking  place  near  the  Library, 
return  home  and  call  us,  thus  becoming  a non- 
statistic because  we  don’t  count  calls  regardless 
of  the  length  of  time  needed  to  answer?  There  is 
no  accurate  tabulation  — just  a kind  of  summary 
showing  that  were  still  part  of  the  library  com- 
munity. For  what  they  may  be  worth,  here  are  our 
figures  for  April  1967-April  1968. 


COMPLETE,  ACCURATE  AND  PROMPT 
ANALYSIS 

HOPKINS  MEDICAL  LABORATORY 

322  Broadway 
Providence,  Rhode  Island 

Tel.  GAspee  1-7244 
Res.:  725-5996 

Angelo  G.  Viticonte,  AB;MT. 

Director 

Ascanio  Di  Pippo,  Ph.D. 
Biochemistry 


We  entertained  2,682  readers  of  which  1,008  were 
physicians  and  1,674  laymen  (this  figure  could  be 
much  larger  if  we  were  open  on  the  weekend).  The 
circulation  figures  showed  1,875  periodicals  bor- 
rowed from  us  and  221  textbooks,  including  47 
from  the  Davenport  Collection.  The  interlibrary 
loan  figures  add  up  to  1,045  journals  and  92  texts 
borrowed  from  us  while  we  requested  138  items 
from  other  libraries. 

The  journal  borrowed  most  often  was  the  JAMA 
bound  volumes,  with  the  Lancet  and  the  British 
Medical  Journal  in  the  place  and  show  positions. 
We  photocopied  253  articles,  including  a request 
from  LTganda,  one  from  Mexico  and  one  from 
Paris.  We  prepared  243  bibliographies,  with  a 
wide  range  of  subjects,  practical,  historical,  and 
scientific.  Duplicates  given  to  other  institutions 
totalled  1,147  journals  and  4 textbooks.  Advice 
concerning  science  fair  projects  and  term  papers 
(smoking  and  lung  cancer  was  the  favorite  subject, 
followed  by  LSD,  heart  transplants,  laser  beams, 
bacteria  and  single  requests  for  cryogenic  preser- 
vation of  the  human  body,  optical  illusions,  and 
intoxicated  mice)  was  sent  to  50  students  via  let- 
ter; many  came  in  person.  Our  accession  figures 
show  630  bound  volumes  received  with  167  dis- 
carded as  duplicates.  Our  present  total  is  46,279  of 
which  35,627  bound  volumes  and  7,556  unbound 
journals  and  pamphlets  have  been  catalogued.  171 
volumes  were  bound;  11  of  these,  plus  the  repair 
of  8 others  were  processed  through  the  Samuel 
Adelson  Fund.  We  are  receiving  467  serials  and 
periodicals,  currently.  Through  the  Medical  Li- 
brary Association  Exchange,  we  received  110  items 
to  replace  missing  journals. 

The  New  England  Regional  Medical  Library 
Association  held  its  10th  Annual  Meeting  at  Mc- 
Gill University  in  Montreal  in  November.  Our 
Canadian  colleagues  provided  an  interesting  pro- 
gram on  Library  Administration  and  the  sessions 
were  held  in  the  McIntyre  Medical  Sciences  build- 
ing, a handsome,  modern  structure  opened  in  1965. 
Of  special  interest  is  the  Osier  Library,  recon- 
structed in  its  original  form  in  the  new  building. 
In  addition  to  the  planned  program,  the  staff  of 
the  Countway  Library  in  Boston,  designated  by 
the  National  Library  of  Medicine  as  Regional  Serv- 
ice Office  for  the  New  England  area,  held  a brief- 
ing for  those  of  us  who  use  interlibrary  loan.  This 
service  is  a welcome  addition  to  the  regional  sys- 
tem that  the  Rhode  Island  medical  librarians 
started  developing  in  1953. 

In  addition  to  the  books  and  journals  which  we 
have  received  as  gifts  and  which  will  be  listed  in  our 
next  accession  list,  we  were  given:  A check  for 
$35.00,  by  Mrs.  Charles  F.  Gorrr.lv,  for  the  pur- 
chase of  medicolegal  texts;  a check  for  $100.00  by 
the  Rhode  Island  Veterinary  Medical  Association; 
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an  autographed  photograph  of  the  Charles  V.  Cha- 
pin portrait,  by  Doctor  Henry  E.  Utter;  a letter 
from  Charles  V.  Chapin  to  Doctor  Pleadwell  in 
Washington,  by  Doctor  Joseph  E.  Cannon;  a mi- 
crofilm of  a Ph.D.  Thesis  “The  Professional  Status 
of  Women  Physicians’’  — Josephine  J.  Williams, 
by  Miss  Elissa  Beron;  two  pins  and  a brass  stamp 
which  belonged  to  Doctor  Brown,  by  Frederick  N. 
Brown,  Jr.;  a microscope  once  owned  by  Doctor 
Bates,  by  Mrs.  Reuben  C.  Bates. 

I wish  to  thank  Mrs.  Garreau,  the  Executive  Of- 
fice staff,  the  Medical  Bureau  girls,  the  ladies  of 
the  Auxiliary,  and  my  doctors  for  their  kindness 
and  helpfulness  during  a most  trying  year  and  their 
sympathy  at  the  time  of  my  husband's  death. 

Mrs.  Helen  E.  DeJong 

COMMITTEE  ON  NUTRITION  AND  METABOLISM 

The  Newly  appointed  Committee  on  Nutrition 
and  Metabolism  has  faced  two  problems  which  will 
require  more  study. 

1.  We  have  been  asked  to  recommend  that  the 
House  of  Delegates  endorse  the  use  of  Vitamin 
D milk  in  Rhode  Island. 

2.  Substantial  and  respected  groups  including 
many  of  our  own  Medical  Society  members 
have  worked  hard  and  long  on  a proposed  Diet 
Counseling  Service  for  our  state. 

After  more  study  we  hope  to  submit  recommen- 
dations on  these  important  matters. 

William  L.  Leet,  m.d. 

Chairman 

MEDICAL  ASPECTS  OF  SPORTS 

It  is  my  pleasure  to  report  to  you  that  the  pro- 
gram for  the  Seventh  Annual  Consecutive  Meeting 
on  the  Medical  Aspects  of  Sports  has  been  com- 
pleted. The  Meeting  will  be  held  as  usual  in  the 
Keaney  Gymnasium  of  the  University  of  Rhode  Is- 
land on  Thursday  and  Friday,  August  15,  and  16, 
1968.  Some  of  the  most  outstanding  men  in  the 
field  of  sports  medicine  will  take  part  in  the  teach- 
ing program  of  the  Symposium.  Among  the  prin- 
cipal speakers  are  Martin  Blazina,  M.D.,  who  is 
the  orthopedic  surgeon  for  the  athletic  teams  of  the 
University  of  California  at  Los  Angeles,  Robert 
Gunn,  head  trainer  of  Lamarr  Tech  of  Beaumont, 
Texas,  who  was  the  chief  trainer  for  the  Lrnited 
States  team  which  took  part  in  the  Pan  American 
Games  in  Winnipeg,  Canada,  last  summer,  Cliff 
Stevenson,  brilliant  soccer  and  lacrosse  coach  at 
Brown  University,  Daniel  Hanley,  M.D.,  Chief 
United  States  Olympic  Team  Physician,  and  many 
other  outstanding  men. 

A completed  copy  of  the  program  which  lists  the 
subjects  and  the  speakers  is  made  a part  of  this 
report.  We  look  forward  to  the  usual  fine  attend- 
ance. 

A.  A.  Savastano,  m.d. 

Chairman 
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NURSING  HOME 

A Participating  Extended  Care  Facility 
In  Federal  Medicare 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


MEDICAL  CARE  PROGRAMS  COMMITTEE 

The  Medical  Care  Programs  Committee  contin- 
ues to  evaluate  dependents  medical  care  cases 
(CHAM PUS)  which  are  sent  back  to  us  from 
Denver,  Colorado.  Payment  on  these  cases  is  also 
on  a usual  and  customary  fee  basis. 

Members  of  the  Committee  and  other  members 
of  the  Providence  Medical  Association  have  met 
with  representatives  of  OEO  (Office  of  Economic 
Opportunity)  in  regard  to  their  Neighborhood 
Health  Clinics  in  an  endeavor  to  help  them  with 
the  organization  of  their  Clinics. 

The  chairman  of  the  committee  attended  a meet- 
ing in  Chicago  in  March  on  the  ‘‘Socio-Economics 
of  Health  Care”  sponsored  by  the  AMA.  The  gen- 
eral tenure  of  this  meeting  revolved  around  the 
increasing  demands  for  health  service  and  sugges- 
tions for  the  means  to  most  efficiently  supply  them. 
The  ever  increasing  number  of  medical  groups 
seems  to  be  the  most  popular  answer  with  one 
whole  day  being  spent  on  various  types  of  group 
practice.  They  also  discsussed  medical  education, 
both  medical  school  and  post-graduate  education 
and  made  suggestions  on  ways  of  producing  more 
doctors.  The  role  of  mechanization  in  medical  prac- 
tice (computers,  etc.)  and  the  greater  use  of  an- 
cillary personnel  was  stressed  at  the  end. 

Richard  P.  Sexton,  m.d. 

Chairman 
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MENTAL  HEALTH  COMMITTEE 

During  the  last  year  the  Mental  Health  Com- 
mittee has  taken  into  consideration  the  following 
items,  and  has  taken  action  on  some  of  them: 

1.  It  has  endorsed  the  Butler-Bradley  Mental 
Health  Education  Program. 

2.  It  has  expressed  its  concern  about  some  of 
the  aspects  of  Marathon  House.  A press  release 
was  made  on  that  matter,  which  resulted  in  con- 
siderable public  controversy  and  ultimately  in  the 
implementation  of  some  of  the  suggested  improve- 
ments. 

3.  There  was  initial  communication  with  the 
Medical  Assistance  office  of  the  Department  of 
Social  Welfare,  Dr.  Pesare  attending  a meeting  of 
the  Committee.  The  nomination  of  a subcommittee 
is  intended,  that  will  maintain  more  permanent 
contact  and  consultation  with  that  office. 

4.  In  follow-up  of  the  concern  expressed  in  last 
year's  Committee  report,  a subcommittee  w^as  ap- 
pointed to  further  explore  the  administrative  sit- 
uation of  mental  health  state  services,  which  were 
felt  to  give  reasons  for  dissatisfaction  in  their  pres- 
ent setting  in  the  Department  of  Social  Welfare, 
and  to  draft  legislation  that  would  provide  the  ne- 
cessary relief.  A preliminary  draft  bill,  suggesting 
the  creation  of  a Division  of  Mental  Health  in  the 
Department  of  Health,  is  going  to  be  further  dis- 
cussed and  refined. 

5.  Proposed  legislation  for  certification  of  the 
professional  standards  of  psychology  has  been  taken 
under  advisement. 

Laurence  A.  Senseman,  m.d. 

Chairman 

COMMITTEE  ON  SCIENTIFIC  WORK  AND 
ANNUAL  MEETING 

I have  the  pleasure  of  reporting  to  you  that 
plans  for  the  Annual  Meeting  of  the  Rhode  Island 
Medical  Society  on  May  7 and  8,  1968,  have  been 
completed.  We  are  very  pleased  to  confirm  that 
among  the  nationally  known  speakers  who  will  take 
part  in  our  program  will  be  Michael  DeBakey, 
M.D.,  world-renowned  vascular  surgeon,  Milton 
Helpern,  M.D.  famous  medical  examiner  of  Xew 
York  City,  James  L.  Goddard,  M.D.,  Commissioner 
of  the  Federal  Drug  Administration,  and  Milford 
Rouse,  M.D.,  president  of  the  American  Medical 
Association,  who  will  not  only  bring  the  greetings 
of  the  American  Medical  Association,  but  wall  also 
give  a formal  clinical  talk. 

The  title  of  the  Chapin  Oration  which  will  be 
given  by  Dr.  Milton  Helpern,  on  Tuesday  evening 
is  "Official  Medicolegal  Investigations  in  the  United 
States  and  the  Xeed  for  Improvement.”  Since  this 
subject  is  a medicolegal  problem,  the  Committee 
will  extend  an  invitation  to  the  Rhode  Island  Bar 
Association  to  attend  the  Chapin  Oration.  I might 


add  that  the  Chapin  Oration  wall  be  preceded  by 
a talk  from  Dr.  John  Rock  on  "The  Population 
Explosion.” 

A.  A.  Savastano,  m.d. 

Chairman 

COMMITTEE  ON  SOCIAL  WELFARE 

The  report  of  the  Committee  in  this  instance  is 
an  effort  to  demonstrate  some  of  the  homewTork  in- 
volved in  negotiating  with  third  party  payers  for 
medical  services. 

Victor  R.  Fuchs,  associate  director  of  research 
for  the  Xational  Bureau  of  Economic  Research, 
spoke  recently  at  the  second  national  congress  on 
the  socio-economics  of  health  care  sponsored  by 
the  American  Medical  Association.  He  said  that, 
since  medicine  is  required  to  provide  the  best  avail- 
able medical  care  to  everyone  who  is  ill.  there  is  no 
way  to  reduce  expenses  for  those  who  do  not  have 
medical  coverage.  Sickness  is  a liability  and  every 
person  in  the  LTiited  States  should  be  compelled 
to  have  medical  insurance  just  as  some  states  now 
require  every  automobile  owmer  to  have  car  in- 
surance to  make  sure  he  can  pay  for  accidents.  He 
said  the  premiums  for  the  all-inclusive  insurance 
plans  should  be  paid  for  by  the  individual  or  should 
be  provided  for  in  employer-employee  arrange- 
ments. Only  the  low  income  families  w’ould  have 
their  premiums  subsidized  by  the  Federal  Govern- 
ment. Such  programs  should  offer  a choice  of  in- 
surance plans,  should  be  consumer  oriented,  and 
should  employ  knowledgeable  people  wTho  can  deal 
with  the  problems  of  cost  and  quality  of  care.  He 
ended  by  saying  the  physician  who  believes  that 
everything  around  him  can  change,  but  that  the 
organization,  the  financing,  and  the  delivery  of 
medical  care  can  go  on  as  before,  is  putting  his 
faith  in  something  that  cannot  be. 

This  Committee,  ever  aware  of  the  mounting  de- 
mands for  services,  the  sixty-seventy  hours  work 
week  of  the  physician,  and  the  blurring  of  the  eco- 
nomics of  medical  practice,  is  indebted  to  Dr.  Ru- 
dolf Jaworski  for  the  following  example  of  a cost 
analysis  of  a medical  practice  prepared  for  dis- 
cussion purposes. 

The  advent  of  third  party  assumption  of  fiscal 
responsibility  for  medical  care  has  committed  doc- 
tors to  negotiations  with  government,  labor,  and 
other  employer  groups  for  the  purpose  of  establish- 
ing fee  ranges,  schedules,  and  justifications.  The 
complexion  of  medical  practice  and  the  costs  there- 
of have  markedly  been  altered  with  the  progress 
in  therapeutic  and  diagnostic  mechanisms  and  their 
noncomitant  requirements  of  complex  office  equip- 
ment, more  detailed  procedures,  and  the  increased 
utilization  of  ancillary  medical  personnel. 

In  order  to  establish  the  basis  upon  wdiich  the 
cost  of  medical  care  might  be  developed,  determina- 
tion of  the  per  hour  operating  cost  of  office  prac- 
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tice  must  be  made.  Once  this  is  determined,  the 
intangible  factors  of  ability,  educational  back- 
ground, and  clinical  experience  may  be  considered 
in  arriving  at  the  cost  for  a given  service.  The  fol- 
lowing material  is  offered  to  help  the  physician 
determine  the  per  hour  cost  of  his  practice. 

Certain  Information  is  Required : 

Annual  Gross  Income  (from  Federal  Income  Tax 
Report ) . 

Annual  Total  Expenses  (from  Federal  Income 
Tax  Report). 

An  estimation  of  total  hours  spent  in  office  per 
week.  An  estimated  percentage  of  either  the  total 
amount  working  hours  spent  outside  of  the  office 
or  the  total  annual  income  from  such  services  (i.e. 
hospital,  home  visits,  or  patients  seen  outside  of 
regular  office  hours). 

The  following  computations  may  be  made  in  a 
few  minutes.  Fundamentally,  this  formula  will  be 
used: 

A 

x ( 100%  — D)  — Expenses  per  working  office  hr. 

( 52- B x C) 

“A'’  equals  the  total  adjusted  annual  expenses. 

To  determine  this,  enter  total  annual  expenses 
as  recorded  in  Federal  Income  Tax  Reports,  or  in 
office  records. 

Add  to  this  the  following  annual  expenses,  if  not 
included  in  above. 

a.  Car  expenses  

b.  Depreciation 

Car  

Equipment  

c.  Percentage  home  tel.  

d.  Entertainment  

e.  Meetings 

f.  A fair  rent  (if  you  own  building) 

g.  Other  

TOTAL 

Subtract  from  the  Federal  Tax  Total  Expense. 

a.  Unusual  expenses,  such  as  out  of  country 

travel. 

b.  Other 

TOTAL  

From  the  above  write  in  your  Adjusted  Annual 
Expense:  = ‘‘A’’ 

"B”  equals  the  number  of  weeks  the  physician  is 
away  from  his  office  for: 

a.  Vacation  

b.  Meetings  

c.  Postgraduate  courses  

d.  Other  

TOTAL  — “B” 

“C”  equals  the  number  of  hours  spent  in  office 
per  week: 

a.  Monday  

b.  Tuesday  

c.  Wednesday  


d.  Thursday 

e.  Friday 

f.  Saturday 

TOTAL  = “C” 

“D’’  equals  the  estimated  total  percent  of  gross 
income  earned  outside  of  regular  office  hours: 
PERCENTAGE  = “D” 

Perhaps  5 to  30  per  cent  of  the  physician’s  gross 
total  income  occurs  from  services  rendered  in  the 
hospital,  on  house  calls,  or  to  patients  in  the  office 
outside  of  regular  office  hours.  Although  the  ex- 
pense to  the  physician  is  not  the  same  in  rendering 
these  services,  he  does  have  overhead  from  them — 
namely,  billing,  filling  out  insurance  forms,  etc. 
consequently,  roughly  this  5 to  30  per  cent  of  gross 
income  also  carried  5 to  30  per  cent  of  gross  over- 
head. Thus,  if  gross  income  outside  of  usual  office 
hours  is  30  per  cent,  then  about  30  per  cent  of 
expense  should  be  charged  to  this. 

Next  substitute  the  values  you  have  found  in 
this  equation: 

A 

x (100%  — D)  = Expenses  per  working  office  hr. 

(52-B  x C) 

Another  important  consideration  is  the  percen- 
tage of  your  own  overhead  to  adjusted  gross  in- 
come : 

(Divided)  Adjusted  Annual  Expense  — % of  Overhead 

by  Expense  to  ad- 

Adjusted  Gross  Income  justed  Gross 
(Total  Gross  Income — minus  Income 
Income  from  out  of  Office  Practice) 

(Cont’inued  on  next  page) 

To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 
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You  have  now  determined  the  cost  per  hour  of 
office  practice,  and  assuming  that  it  should  not 
exceed  45  per  cent  by  traditional  business  account- 
ing, if  you  divide  your  hourly  cost  $ by 

45  per  cent  you  will  find  the  required  dollar  income 
that  each  office  working  hour  should  have  pro- 
duced. $ Did  your  office  produce  this 

revenue? 

An  additional  figure  may  be  of  help  and  interest, 
i.e.  the  overhead  cost  per  patient.  This  is  found  by 
dividing  the  hourly  cost  $ by  the  av- 

erage number  of  patients  seen  per  working  hour. 

<K 

*P 

The  Committee  suggests  that  a system  of  annual 
cost  review  will  clearly  demonstrate  that  physicians 
are  more  involved  than  anticipated  in  the  general 
nationwide  escalation  of  operating  costs. 

The  meaning  of  work  is  a problem  for  society. 
As  society  and  medicine  become  even  more  tech- 
nological and  complex,  work  is  bound  to  change  its 
meaning.  The  possibilities  of  self-fulfillment  in  lei- 
sure activities  suggests  a new  view  of  man.  Today 
may  not  be  the  birthday  of  the  world,  but  the 
physician  should  understand  the  desirability  of 
playing  a leading  role  in  the  comprehensive  system 
of  financing  medical  care. 

Peter  L.  Mathieu,  jr.,  m.d. 

Chairman 

COMMITTEE  ON  POLLUTION 

The  Pilot  Meeting  of  the  Pollution  Control  Com- 
mittee was  held  on  March  4th  with  Austin  Daly, 
Chief  of  the  Division  of  Air  Pollution  Control  in 
Rhode  Island. 

Drs.  Freye,  Nestor,  Hackman,  Gideon,  Lent,  Set- 
tipane,  and  Boyd  of  the  Committee  were  present. 

The  overall  report  from  Mr.  Daley  was  dismal, 
indeed,  and  even  with  superhuman  efforts  will  we 
be  able  to  merely  “hold  our  own.” 

Rhode  Island,  as  a whole,  fares  better  than  the 
metropolitan  complexes  of  New  York,  Newark,  Chi- 
cago, Cleveland,  Detroit,  and  Los  Angeles,  but  our 
problem  of  solid,  air  and  water  pollution  is  with 
us  and  growing  daily. 

We  have  much  to  do,  and  our  priority  list  placed 
Open  Dump  Burning  at  the  top,  with  North  Kings- 
town and  Portsmouth  the  worst  offenders,  but  other 
counties  are  represented  to  a degree,  also. 

Our  first  direct  move  in  this  direction  was  to 
have  the  President  appoint  representatives  from 
these  areas.  Dr.  Gordon  Menzies  of  North  Kings- 
town was  added  to  our  committee,  and  also  Dr. 
Guy  Settipane,  from  North  Providence. 

Individually,  we  can  do  little,  but  as  a group, 
with  the  endorsement  of  the  Medical  Society,  we 
can  stand  behind  local  physicians  at  town  meetings 
(where  budgets  are  discussed)  and  place  the  pres- 
tige and  endorsement  of  the  Society  behind  any 
progressive  plan  to  eliminate  the  Air  Pollution  and 


Health  Hazards  of  open  dump  burning. 

Barrington,  in  Bristol  County,  was  reported  as 
one  of  the  outstanding  examples  of  what  can  be 
accomplished  with  a Sanitary  Land  Fill  operation. 

Our  second  resolution,  at  the  suggestion  of  Mr. 
Farrell,  was  to  enlist  the  aid  of  various  Private 
Philanthropic  and  Service  oriented  groups  to  bring 
the  message  to  the  Public.  Organizations  such  as 
Tuberculosis  and  Health  Association,  PTA,  Ki- 
wanis,  Rotarians,  Lions,  etc.  are  examples  of  such 
voluntary  groups.  This  is  planned  for  the  future, 
but  our  first  priority  remains  with  the  open  dump 
problem  in  our  State. 

George  K.  Boyd,  m.d. 

Chairman 

SCIENCE  FAIR  DIVISION 

On  Sunday,  March  31,  1968,  the  Science  Fair 
Committee  met  at  Marvel  Gymnasium  and  selected 
the  following  exhibits  for  honor  awards  in  the  Jun- 
ior and  Senior  Divisions. 

Junior  Division 

Comparative  study  of  the  effects  of  nutrional 
deficiency  on  development  and  conditioned  re- 
flexes. 

Alan  Mittleman — Park  View  Junior  High  School 

Effect  of  certain  stimulants  on  the  action  of  mice. 

Richard  C.  Davidson  — - Cranston  West  High 
School 

The  human  brain 

Walter  Moore  — Portsmouth  High  School 
Senior  Division 

Mitosis  and  meitosis  in  the  guppy 

William  Pendlebury — Tolman  Senior  High  School 

Reactions  of  the  amoeba  to  stimuli 

Stephen  Magliocco — Cranston  West  High  School 

The  evolution  of  hemoglobin 

Monica  Wawszkiewicz — St.  Clare  High  School, 
Woonsocket. 

John  C.  Lathrop,  m.d. 

Chairman 

WORKMEN'S  COMPENSATION  COMMITTEE 

I wish  to  report  to  you  that  the  Workmen’s 
Compensation  Committe  met  twice  since  our  last 
report,  taking  up  two  cases  on  each  occasion.  Of 
the  four  cases,  one  involved  differences  in  reason- 
able charges  for  physical  therapy  in  workmen’s 
compensation  cases,  two  cases  were  brought  before 
us  because  of  differences  in  reasonable  charges  for 
herniorrhaphy  operations,  and  the  last  one  dealt 
with  customary  and  regular  charges  for  interver- 
tebral disc  surgery. 

It  is  the  considered  opinion  of  the  undersigned 
that  this  Committee  serves  a useful  purpose  when 
differences  come  up  between  physicians  and  insur- 
ance carriers  regarding  reasonable  fees  in  compen- 
sation cases. 

A.  A.  Savastano,  m.d. 

Chairman 
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BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue.  New  York,  N Y.  10016 
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on 

GLUCONATE 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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Edalogy  . . . 

(Ethnic  Medicine) 


NASOPHARYNGEAL  CARCINOMA  IN  CHINESE 
IN  HONG  KONG 

Of  a total  group  of  1.569  cases.  1.511  were  South- 
ern Chinese.  34  Northern  Chinese,  six  Portuguese, 
with  strains  of  Chinese  ancestry,  and  four  Indians, 
two  whites,  two  Eurasians,  one  Vietnamese,  and 
one  Chinese  born  in  Borneo.  The  youngest  patients 
were  two  males  12  years  old,  followed  by  one  fe- 
male of  14.  There  is  no  available  evidence  to  sup- 
port the  hypothesis  of  a familial  predisposition  to 
this  disease  in  the  Southern  Chinese.  It  is  accepted 
that  Chinese  have  a predisposition  to  nasopharyn- 
geal carcinoma;  why  this  is  so  remains  unknown. 
There  is  no  evidence  that  tobacco  or  cigarette  smok- 
ing, opium  or  heroin  addiction  play  any  part  in  its 
etiology. 

. . . D.  Laing:  Trans.  Amer.  Acad.  Opthal. 
Otoloryng.  71:934,  (Xov.-Dec.)  1917 

j!c  * * 

BURKITT  LYMPHOMA  IN  PAPUA,  NEW  GUINEA 

Thirty-seven  cases  of  Burkitt's  lumphoma  observed 
in  Papua-Xew  Guinea  are  reviewed.  The  clinical 
and  histological  features  were  compared  with  cases 
seen  in  Africa.  The  geographical  distribution  was 
examined  and  shown  to  suggest  climatic  dependence 
similar  to  that  observed  in  Africa. 

. . . K.  Booth,  et  al.:  Brit.  J.  Cancer  21:675 
(Dec.)  1967 

2{C 

TEA  AND  ATHEROSCLEROSIS 

The  absence  of  atherosclerosis  in  the  Chinese  has 
been  attributed  to  low  contents  of  serum  lipids.  The 
work  reported  here  was  undertaken  to  explore  the 
relationship  between  tea  drinking  and  atheroscle- 
rosis. When  rabbits  were  maintained  for  three 
months  on  a diet  consisting  of  rabbit  chow  aug- 
mented with  3 per  cent  Wesson  oil  and  0.25  per 
cent  cholesterol,  they  readily  developed  atheroscle- 
rosis. On  the  other  hand,  rabbits  which  were  given 
a diet  with  high  fat  and  tea  to  drink  had  much 
less  sclerosis  than  either  of  the  other  groups.  The 
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group  given  only  the  diet  with  high  fat  content 
for  three  months,  and  then  maintained  on  the  diet 
and  tea  regimen  for  another  two  months,  showed 
less  sclerosis. 

. . . W.  Young;  R.  L.  Hotovec,  and  A.  G.  Ro- 
mero: Xature  216:1015,  (Dec.  9)  1967 

* * * 

PSORIASIS  IN  KENYA 

Among  1.230  new  patients  with  skin  disease  be- 
longing to  different  tribes  in  Kenya,  32  instances 
(2.6  per  cent)  of  psoriasis  were  diagnosed.  In  most 
of  the  patients,  the  clinical  diagnosis  was  supported 
by  histopathological  investigations.  The  occurrence 
of  psoriasis  appears  to  be  far  higher  than  is  usually 
accepted  for  nonwhite  races.  These  findings  are 
compared  with  those  of  other  areas  in  Africa  and 
with  the  Xegro  population  in  the  United  States. 

. . . Verhagen.  A.  R.  H.  B.,  and  Koten.  J.  W.: 
Arch.  Derm.  96:39  (July)  1967 


PENTOSURIA  IN  A NORTH  AMERICAN  INDIAN 

Pentosuria  is  usually  believed  to  occur  almost 
entirely  among  people  of  Jewish  descent,  whose  an- 
tecedents can  be  traced  to  eastern  Europe.  The 
presence  of  essential  pentosuria  in  an  Indian  from 
northwest  Canada  suggests  that  the  gene  mutation 
for  pentosuria  has  occurred  more  than  once  in  wide- 
ly diverse  human  populations. 

. . . C.  A.  Finch:  Xature  26: 1027  (Dec.  9)  1967 


FOR  SALE 

Office  Equipment,  Instruments,  Books, 
Microtherm  Machine  Ultra  Sound  Treat- 
ment, Electrocardiogram,  Heartsound  pre- 
amp, Whirlpool,  Profxray  with  screen  and 
cassett  holder.  Exercise  - Master  Fully 
Equipped  Doctor's  Bag. 

Also  Home  and  Office  of  the  late  Dr.  C. 
Paul  Bruno.  Write  or  telephone  253-7373. 

Mrs.  C.  Paul  Bruno 
51  Church  Street 
Bristol,  Rhode  Island  02809 
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Now  serving 

Rhode  Island  physicians 

at 444 Westminster  Mall, 
Providence  Tel.  831-7300 


Open-eyed  nights 


wt 


Too  tense  to  sleep  ...too 
tired  to  get  up.  Early  to 
bed,  late  to  rise,  and  not 
much  sleep  at  that,  the  patient  with  severe  psychic 
tension  is  understandably  tired.  His  tensions  and 
overreactions  to  the  day’s  stresses  may  interfere 
with  proper  sleep,  and  his  inability  to  face  the  day’s 
activities  can  produce  an  ever-worsening  pattern. 
By  relieving  psychic  tension,  Valium®  (diazepam) 
facilitates  sleep,  particularly  with  an  h.s.  dose.  In 
many  patients,  the  usefulness  of  Valium  has  been 
demonstrated  in  relieving  psychic  tension  alone  or 
with  secondary  depressive  symptoms.  Valium  is 


generally  well  tolerated  and,  with  proper  mainte- 
nance dosage,  usually  does  not  unduly  impair  men- 
tal acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications:  Known  hypersensitivity  to  drug;  children 
under  6 months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-actmg  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  ( e.g ., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
— particularly  with  known  compounds  which  may  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics,barbiturates,  MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2 to  214  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  214  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1 to  214 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 
H nocHi _i_|  (not  for  use  under  6 months). 

B Roche  Supplied  : Valium®  (diazepam)  Tab- 
LABORATORIES  ]ets,  2 mg,  5 mg  and  10  mg;  bottles 

Division  of  Hoffmann-La  Roche  Inc.  c rr.  - n A , rr\n 
Nutley.  New  Jersey  07110  OI  MJ,  1UU  and  5UU. 
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